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30 April 2014 
 
The Hon Tony Abbott 
Prime Minister 
Parliament House 
CANBERRA ACT 2600 
 
Dear Prime Minister 
On behalf of the COAG Reform Council, I am pleased to present our report Healthcare in Australia 
2012±13: Five years of performance. 
Overall, Australians are fortunate to have excellent healthcare. We enjoy long life expectancies and 
low rates of infant mortality. Our smoking rate is among the best in the world and there is a real 
SURVSHFWRIPHHWLQJ&2$*¶VDPELWLRXVWDUJHWWRUHGXFHWKHQDWLRQDOVPRNLQJUDWHWRE\ 
Over five years, we have seen improvements in a number of areas. More patients are seen on time in 
our hospital emergency departments. There has been a substantial fall in heart attacks and deaths 
from circulatory disease. The rate of deaths from potentially avoidable causes has also fallen, as have 
potentially preventable hospitalisations from chronic conditions. 
In our report, we have also highlighted six areas of concern that we believe may warrant attention by 
COAG. 
First among these is type 2 diabetes, which we have reported for the first time this year. While the 
national rate is currently comparable to other similar nations, our obesity rate may serve as a warning 
of a possible increase in the burden of type 2 diabetes. It is also concerning that almost half of those 
people who already have type 2 diabetes are not effectively managing their condition. 
We also note increases in potentially preventable hospitalisations for acute and vaccine-preventable 
conditions, as well as longer waiting times for elective surgery. Older Australians are taking longer to 
receive aged care services, and many Australians report problems with the affordability of dental care. 
While the overall incidence of lung cancer fell over five years, the rate among women has increased 
substantially in recent decades, reinforcing the need for early detection and treatment. 
We hope that the findings in this report will assist COAG and its ongoing commitment to improve 
health outcomes for Australians. 
Yours sincerely 
 
 
 
JOHN BRUMBY  
Chairman
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$ERXWWKLVUHSRUW 
Outcomes  in  healthcare:  progress  over  five  years  
All Australian governments agreed the National Healthcare Agreement (NHA) in 2008. The objective 
of the agreement is to improve health outcomes for all Australians and ensure the sustainability of the 
Australian health system. Governments recommitted to the agreement in 2011, and reviewed and 
agreed to a much streamlined structure in 2012. 
We assess and report publicly on the performance of all governments against the outcomes in the 
agreement. This year, we focus on whether these outcomes have improved over the five years since 
the agreement was developed. We assess progress over time and identify trends. More information 
on the structure of the NHA is provided in appendix A. 
Structure  of  the  report  
There are seven outcomes under the NHA. This report includes chapters on four of these seven: 
x Australians are born and remain healthy 
x Australians receive appropriate high quality and affordable primary and community health services 
x Australians receive appropriate high quality and affordable hospital and hospital related care 
x Older Australians receive appropriate high quality and affordable health and aged care services. 
We have not included separate chapters in this report on three outcomes. 
x Australians have positive health and aged care experiences which take account of individual 
circumstances and care needs. Although patient experiences with health are not reported in 
GHWDLOSHRSOH¶VYLHZVRQWKHDFFHSWDELOLW\RIZDLWLQJWLPHVIRU*3VDUHUHSRUWHG)RURWKHU
indicators, there has been little change over time and measures of satisfaction are generally high. 
x Australians have a sustainable health system. There is only one indicator available to measure 
sustainability²full-time equivalent employed health practitioners by age and profession. In the 
absence of a more meaningful set of sustainability indicators, we have not reported on this 
outcome. 
x Australians have a health system that promotes social inclusion and reduces disadvantage, 
especially for Indigenous Australians. This outcome has been woven into the assessment of the 
four outcomes reported. 
Treatment  of  data  in  this  report  
The data used in this report come from a variety of surveys and administrative collections. Generally, 
the available data covers the 2007±08 to 2012±13 period. We also use some pre-baseline data to 
establish longer term trends. 
For survey data, we test for statistical significance of any changes or differences and note when 
differences are statistically significant.
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Healthcare 2012±13:  
Key findings 
All Australian governments agreed the National Healthcare Agreement in 2008. The objective of the 
agreement is to improve health outcomes for all Australians and ensure the sustainability of the 
Australian health system. Governments recommitted to the agreement in 2011, and reviewed and 
agreed to a much streamlined structure in 2012. 
The COAG Reform Council assesses and reports publicly on the performance of all governments 
against the outcomes in the agreement. This year, we summarise five years of progress under four of 
these outcomes. Detail on selected indicators is also provided in the following pages.  
Are  Australians  born  healthy  and  do  they  remain  healthy?    
Australians have among the longest life expectancies in the world, with generally good health and a 
high quality health system. Life expectancy has increased for both men and women over the five 
years of our reports.  
Our lengthening life expectancy is a result of declining annual rates at which people die, including 
dramatic falls in rates of child death. By far the two biggest broad causes of death are circulatory 
disease²such as heart attacks and strokes²and cancer. Over five years, the annual rate of deaths 
for each of these broad causes has fallen, most significantly for circulatory disease, which is down 
15.0%. Cancer has now replaced circulatory diseases as the leading cause of death in Australia. 
As suggested by the falling death rate from circulatory disease, the rate of heart attacks²including 
those where the person survived²fell by 20.1% from 2007 to 2011.  
Other than lung cancer²which decreased overall²cancer rates changed little over the last five years, 
although both female breast cancer and melanoma show longer term increases. We also report a very 
substantial long term increase in lung cancer among women. 
7KHLQFUHDVLQJUDWHRIDGXOWREHVLW\LVRQHRI$XVWUDOLD¶VPDMRUKHDOWKFRQFHUQV²27.2% of adults were 
obese in 2011±12, with another 35.5% being overweight. This condition is associated with a range of 
poor health outcomes, including chronic diseases like type 2 diabetes. In 2011±12, 4.3% of 
Australians aged 18 and over had type 2 diabetes.  
While our rate of type 2 diabetes is similar to the OECD average, our high obesity rate may contribute 
to an increasing rate of type 2 diabetes in the future. Further attention is also required to ensure that 
people with diabetes have the knowledge and resources to manage their disease. In 2011±12, half 
(49.5%) of those who knew they had diabetes did not effectively manage their condition. Only about 
one in 10 people who knew they had diabetes maintained a healthy body weight. 
The national smoking rate fell from 19.1% in 2007±08 to 16.3% in 2011±12, although continuing focus 
LVUHTXLUHGWRPHHW&2$*¶VWDUJHWE\ 
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Do  Australians  receive  appropriate  high  quality  and  affordable  
primary  and  community  health  services?  
Because of changes in how the data are collected, we are not able to report whether primary care has 
become more affordable over five years. However, in 2012±13, the cost of seeing a GP was not a 
barrier to most people²5.8% of people delayed or did not see a GP because of cost. Around three-
times as many (18.8%) said that cost was a barrier to seeing a dentist, peaking at 25.1% in the most 
socioeconomically disadvantaged areas. 
Some people also reported that cost was a problem when filling a prescription (8.5% in 2012±13). 
In 2012±13, 64.1% of people reported being able to see a GP for an urgent appointment in less than 
four hours²around one quarter (24.1%) reported that they had to wait more than 24 hours. We are 
also not able to report whether this rate has changed over time, though we expect to in future years. 
Effective primary and community health help to keep people out of hospitals. The rate of potentially 
preventable hospitalisations has fallen over the course of the National Healthcare Agreement. This 
reflects a fall in potentially preventable hospitalisations for chronic conditions. Potentially preventable 
hospitalisations for acute and vaccine-preventable conditions have risen since 2007±08. 
Do  Australians  receive  appropriate  high  quality  and  affordable  
hospital  care?  
Indicators of quality in hospital care suggest improvements in recent years. Readmissions after 
surgery have fallen for some procedures, including for knee replacements which have dropped across 
all States and Territories. Rates of hospital acquired infection fell between 2010±11 and 2012±13. 
Waiting for hospital services is a measure of quality. A higher proportion (72%) of people attending 
emergency departments are now seen within benchmark times than was the case in 2007±08 (67%). 
Waiting times for elective surgery have increased nationally, though this increase has not been 
consistent across all States and Territories. Half of people on elective surgery waiting lists have their 
procedure within 36 days, up from 34 days in 2007±08. 
Do  older  Australians  receive  appropriate  high  quality  and  
affordable  health  and  aged  care  services?  
Growth in the rate of aged care places has stalled in the past two years at around 110 places per 
1000 people (aged 70 years and over, and Indigenous people aged 50±69 years). The 
Commonwealth Government has set a target of 125 places per 1000 people aged 70 and over by 
2020±21. 
A higher proportion of older people took longer between being approved for high residential aged care 
and finally entering that care. The proportion of older people who took nine months or more to enter 
high residential care increased from just 3.3% in 2008±09 to 14.1% in 2012±13. 
A higher proportion of older people experienced longer times between assessment and when they 
started community aged care services. 
We have not received data on the affordability of aged care and only limited data are available on its 
quality.   
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Have health and aged care outcomes 
improved over five years? 
Outcome First year 
Latest 
year Assessment 
Australians are born and remain healthy 
Life expectancy at birth²men (2005±2007 to 2010±2012) 79.0 years 
79.9 
years  
Life expectancy at birth²women (2005±2007 to 2010±2012) 83.7 years 
84.3 
years  
Child death rate per 100 000 (2007 to 2012) 106.9 82.9 
 
Deaths from circulatory diseases per 100 000 (2007 to 2012) 202.0 159.6 
 
Incidence of heart attack per 100 000 (2007 to 2011) 534.2 427.0 
 
Incidence of lung cancer per 100 000 (2006 to 2010) 45.1 42.8 
 
Incidence of melanoma per 100 000 (2006 to 2010) 48.7 48.5 
 
Prevalence of type 2 diabetes (2011±12) ² 4.3% NA 
Did not effectively manage diabetes (2011±12) ² 49.5% NA 
Adults who were overweight and obese (2007±08 to 2011±12) 61.1% 62.7% 
 
Adults who smoked daily (2007±08 to 2011±12) 19.1% 16.3% 
 
Long term risk from alcohol (2007±08 to 2011±12) 20.9% 19.4% 
 
Australians receive appropriate high quality and affordable primary and community health services 
Potentially avoidable deaths per 100 000 (2007 to 2011) 160.3 146.4 
 
Potentially preventable hospitalisations due to chronic conditions per 100 000 
(2007±08 to 2011±12) 1345.7 1131.4  
Potentially preventable hospitalisations due to acute conditions per 100 000 
(2007±08 to 2011±12) 1079.6 1198.2  
Potentially preventable hospitalisations due to vaccine-preventable conditions 
per 100 000 (2007±08 to 2011±12) 70.8 82.2  
Waited less than 4 hours for an urgent GP appointment (2012±13) ² 64.1% NA 
Delayed or did not see a dental professional due to cost (2012±13) ² 18.8% NA 
Delayed or did not fill a prescription from their GP due to cost (2012±13) ² 8.5% NA 
Delayed or did not see a GP due to cost (2012±13) ² 5.8% NA 
Proportion of people receiving clinical mental health services (2007±08 to 2011±12) 4.9% 7.3%  
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Outcome First year 
Latest 
year Assessment 
Australians receive appropriate high quality and affordable hospital and hospital related care 
Days by which 50% of patients received their elective surgery  
(2007±08 to 2012±13) 34 days 36 days  
Days by which 50% of patients received their cataract surgery  
(2007±08 to 2012±13) 87 days 91 days  
Days by which 50% of patients received their coronary artery bypass graft 
(2007-08 to 2012±13) 14 days 16 days  
Days by which 90% of patients received their elective surgery  
(2007-08 to 2012±13) 
235 
days 
265 
days  
Patients treated within benchmarks for emergency department care  
(2007±08 to 2012±13) 67% 72%  
Unplanned hospital readmissions for cataract surgery per 1000 separations 
(2007±08 to 2011±12) 3.7 3.2  
Rate of community follow up within 7 days of discharge from psychiatric 
admission (2007±08 to 2011±12) 46.9% 54.6%  
Healthcare associated infections per 10 000 patient days  
(2010±11 to 2012±13) 1875 1724  
Older Australians receive appropriate high quality and affordable health and aged care services 
Residential and community aged care places per 1000 population aged 70+ 
years (2009 to 2013) 108.1 110.0  
Proportion of people who took nine months or more to enter high residential 
care  
(2008±09 to 2012±13) 
3.3% 14.1% 
 
Proportion of people who took nine months or more to start Community Aged 
Care Package 
(2008±09 to 2012-13) 
4.6% 7.9% 
 
Hospital days used by those waiting for residential aged care  
(2007±08 to 2011±12) 
14.6 
days 
11.2 
days  
Proportion of residential aged care services that are three year re-accredited 
(2008±09 to 2012±13) 92.9% 93.2%  
    
Key 
 
Progress  Little or no progress  Decline 
NA²Not applicable 
Where appropriate, the assessment takes into account the results of  statistical significance testing 
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Areas of concern 
In examining the data for this report, the council identified six areas of particular national concern²
VHHWKHOLVWEHORZ:KLOHLWLVQRWWKHFRXQFLO¶VUROHWRJLYHDGYLFHRQKRZWKHVHLVVXHVVKRuld be 
addressed, we believe they warrant attention by COAG and responsible Ministers.  
Area of concern 
Diabetes and obesity 
$XVWUDOLD¶VKLJKREHVLW\UDWHVVXJJHVWDpossible increase in the incidence of type 2 diabetes in the 
IXWXUHJLYHQWKHµZHOO-HVWDEOLVKHG¶OLQNEHWZHHQWKHWZR:+2,'):KLOH$XVWUDOLD¶VUDWHRI
type 2 diabetes is not high by world standards, 62.7% of Australian adults were overweight or obese 
in 2011±12. 
See further detail at Chapter 2 of our full report.  
Potentially preventable hospitalisation rates for vaccine-preventable and acute conditions 
Have jumped 16.0% and 11.0% respectively between 2007±08 and 2011±12. This reflects increases 
from 15 440 to 19 117 hospitalisations for vaccine-preventable conditions and 232 389 to 274 017 
hospitalisations for acute conditions. 
See further detail at Chapter 3. 
Elective surgery waiting times 
Australians are waiting longer for elective surgery for many procedures. Median wait times increased 
for 14 out of 15 selected surgical procedures between 2007±08 and 2012±13. For example, wait 
times for coronary artery bypass grafts have increased 14%, from 14 days to 16 days. While 
Australians waiting for cataract extractions²the most common of the 15 selected surgeries in 
2012±13 (64 770 procedures)²had to wait 91 days, 4 days longer than in 2007±08. 
See further detail at Chapter 4. 
Aged care services 
Some older Australians are taking longer to get aged care services. For example, the proportion of 
people who took nine months or more to enter into high residential care after being approved 
increased from 3.3% in 2008±09 to 14.1% in 2012±13. The growth in available residential aged care 
places has also stalled in the past two years of our reporting. 
See further detail at Chapter 5. 
Affordability of dental care 
Nearly one in five Australians (18.8%) aged 15 years and over who needed to see a dental 
professional delayed or did not see one due to cost in 2012±13. This figure rose to one in four 
Australians (25.1%) in the most disadvantaged areas.  
See further detail at Chapter 3. 
Rates of new lung cancer cases in women 
Have risen 88% between 1982 and 2012 while rates for men have fallen 34% over the same period. 
This is consistent with a peak in female smoking rates in the 1970s and 1980s. As the rate of lung 
cancer among women is likely to have not yet peaked, there is a need for on-going emphasis on early 
identification and treatment of this disease, despite the declining rates of lung cancer overall. 
See further detail at Chapter 2. 
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Recommendations 
  
Recommendation  1  
The COAG Reform Council recommends that COAG note the six areas of concern that may require 
further attention from governments: 
x increasing obesity and the risk it poses of greater chronic disease, including type 2 diabetes 
x increasing rates of potentially preventable hospitalisation rates for vaccine-preventable and acute 
conditions 
x elective surgery wait times have increased for many procedures 
x many older Australians experience longer times between being approved for aged care services 
and receiving those services, and growth in the rate of age care services has stalled 
x one in five Australians have trouble with the cost of dental care 
x long term increase in the rate of lung cancer among women. 
  
Recommendation  2  
The COAG Reform Council recommends that COAG agree that data development be done as soon 
as possible for the existing two indicators on aged care quality and affordability: 
x the proportion of residential aged care days on hospital leave due to selected preventable causes 
x the proportion of aged care residents who are full pensioners relative to the proportion of full 
pensioners in the general population. 
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$VHOHFWLRQRIUHVXOWVIURPDFURVVWKHQDWLRQ 
        Commonwealth  *  
 
 
9 È smoking rate, from 19.1% in 
2007±08 to 16.3% in 2011±12. 
9 È potentially preventable 
hospitalisations from 2485.9 per  
100 000 in 2007±08 to 2401.5 in 
2012±13. 
8 Ç adult obesity, from 24.8 in 2007±
08 to 27.2% in 2011±12. 
8 Ç 9 month or more time taken to 
enter high residential aged care, 
from 3.3% in 2008±09 to 12.6% in 
2012±13. 
NSW  
 
  
9 76% of emergency patients seen on 
time.  
9 È adult smoking rate  from 19.0% in 
2008±09 to 14.4% in 2011±12. 
8 Ç days by which 50% of elective 
surgeries are done from 39 days in 
2007±08 to 50 days in 2012±13. 
8 Ç days by which 90% of elective 
surgeries are done from 278 days in 
2007±08 to 335 days in 2012±13. 
Victoria  
9 È readmission rates  for 7 selected 
surgical procedures. 
9 È in new cases of lung cancer from 
44.4 per 100 000 in 2006 to 39.2 in 
2010. 
8 Ç days by which 50% of elective 
surgeries are done from 33 in  
2007±08 to 36 in 2012±13. 
8 Ç days by which 90% of elective 
surgeries are done from 221 in 
2007±08 to 223. in 2012±13. 
Queensland  
 
9 È smoking from 21.6% in 2008±08 
to 17.9% in 2011±12. 
9 Ç in category 2 and 3 ED patients 
seen on time. 
8 Ç adult obesity from 61.2% in 
2007±08 to 64.7% in 2011±12. 
8 Ç melanoma rates  from 61.7 new 
cases per 100 000 people in 2006 to 
68.2 in 2010. 
            Western  Australia  
  
9 È new cases of melanoma  from 
53.2 per 100 000 people in 2006 to 
44.5 in 2010. 
9 È days by which 90% of elective 
surgeries are done from 206 days in 
2007±08 to 159 days in 2012±13. 
8 È category 3 ED patients seen on 
time from 53% in 2007±08 to 50% in 
2012±13. 
 
                South  Australia  
9 È smoking from 20.2% in 2007±08 
to 16.8% in 2011±12. 
9 Ç in proportion of ED patients seen 
on time from 58% in 2007±08 to 
70% in 2012±13. 
8 Ç obesity & overweight significantly  
from 60.9% in 2007±08 to 65.7% in 
2011±12. 
8 Ç in hospital days spent waiting for 
residential aged care. 
Tasmania  
9 Ç ED patients seen on time from 
60.0% in 2007±08 to 70.9 in  
2012±13. 
9 Ç in category 3 ED patients seen on 
time from 54% in 2007±08 to 65% in 
2012±13. 
8 Ç days by which 90% of elective 
surgeries are done from 369 in 
2007±08 to 406 in 2012±13. 
8 One of the highest rates of deaths 
from cancer and circulatory disease. 
ACT  
 
9 Highest rate of community follow-up 
after discharge from psychiatric 
treatment (77.7%). 
9 Lowest rates of deaths from cancer 
and from circulatory diseases. 
8 Ç rate of infections from hospital 
care from 0.9 per 10 000 patient 
days in 2010±11 to 1.3 in 2012±13. 
8 È ED patients seen on time from 
58% in 2007±08 to 51% in 2012±13. 
Northern  Territory  
9 È days by which 90% of elective 
surgeries are done from 337 days in 
2007±08 to 196 days in 2012±13. 
9 È hospital infections  from 1.5 per 
10 000 in 2010±11 to 0.7 in  
2012±13. 
8 Highest lung cancer rate 53.1 cases 
per 100 000. 
8 Lowest proportion of ED patients 
seen on time in 2012±13 (50%). 
* Results presented for the Commonwealth Government are national results in areas for which it has primary or shared 
responsibility with the States and Territories. 
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Chapter 1  
 
$XVWUDOLDQVDUHERUQ 
DQGUHPDLQKHDOWK\ 
This chapter covers deaths of Australians, including how long we live, broad causes of 
deaths, deaths that are from potentially avoidable causes and deaths of infants and children. 
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How this chapter links to the National Healthcare Agreement 
Section in this chapter   Performance indicators Outcomes 
Life expectancy  Life expectancy at birth 
Australians are born and remain 
healthy 
Causes of death Major causes of death 
Australians are born and remain 
healthy 
Deaths of infants and 
children  
Infant and young child mortality rate Australians are born and remain healthy 
Potentially avoidable deaths Potentially avoidable deaths 
Australians receive appropriate high 
quality and affordable primary and 
community health services 
A number of these performance indicators also link to the National Healthcare Agreement outcome 
µ$XVWUDOLDQVKDYHDKHDOWKV\VWHPWKDWSURPRtes social inclusion and reduces disadvantage, 
HVSHFLDOO\IRU,QGLJHQRXV$XVWUDOLDQV¶ 
Like  to  know  more  about  the  indicators?  
Appendix A outlines the structure of the National Healthcare Agreement and details the indicators 
that are not included in this report in detail, either due to data quality and availability issues, or 
because there was little change in performance year on year.   
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Key findings 
People who live in urban areas have longer life expectancies²in 2010±2012, men lived 2.3 
years and women 1.4 years longer. Women continue to outlive men by more than four years but the 
gender gap is closing²on average life expectancy for women increased by two months per year over 
the last decade, for men it was three months.  
Cancer is now the leading broad cause of death, overtaking circulatory diseases (heart attack 
and stroke). In 2012, death rates due to circulatory diseases fell across Australia. But rates of cancer 
deaths fell only in some States and Territories.  
Child death rates were lowest in major cities. From 1907 to 2012, child death rates fell from 24 
deaths per 1000 children in 1907 to less than 1 child death per 1000 in 2012. Over the last 10 years 
infant deaths fell by more than 40% in Victoria, Western Australia and Tasmania. Deaths of 
Indigenous infants and children fell but are still far higher than for all infants and children. 
Two-thirds of deaths of people aged under 75 years were potentially avoidable. Potentially 
avoidable death rates decreased from 2007 to 2011 in all States and Territories. The smallest fall was 
in Victoria where the death rate from potentially avoidable causes fell by 6%, from 146.1 deaths per 
100 000 to 136.9 deaths. However, the Victorian rates were the second lowest. The highest rates and 
the largest fall in rates were in the Northern Territory where the death rate fell by 24%, from 363.8 
deaths per 100 000 to 277.4 deaths.  
Summary of key findings in this chapter 
Child death rate was 24 per 
1000 in 1907,  
a century later, in 2012,  
it was under 1 per 1000 
Death rate for circulatory 
diseases (heart attack and 
stroke) fell by 21% 
Avoidable death rates fell 
from 2007 to 2011 in all 
jurisdictions 
  
 
Indigenous child death rate 
was twice as high as the 
non-Indigenous rate 
The cancer rate²now the 
leading broad cause of 
death²fell by 6% 
Two-thirds of deaths of 
people under 75 years 
were potentially avoidable 
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Life expectancy 
Women  continue  to  outlive  men.  People  in  more  urban  areas  live  
longer  than  those  in  regional  or  remote  areas.  Life  expectancy  for  
Indigenous  people  improved  but  remains  lower.    
Life  expectancy  at  birth  remains  higher  for  women  than  men  but  the  gap  is  closing  
In the period 2010±2012, a female baby could, on average, expect to live for 84.3 years and a male 
baby for 79.9 years, 4.4 years less. There was little difference between States and Territories. All 
jurisdictions were around 80 years for men and 84 years for women, except for Tasmania and the 
Northern Territory, which were lower. 
Over the last ten years, since 2000±2002, life expectancy improved faster for men than women 
meaning that the gender gap has decreased²five years ago (2005±2007), the gap was 4.7 years and 
10 years ago (2000±2002) it was 5.2 years.  
The average annual rate of change was highest in the Northern Territory with about four months 
gained each year from 2000±2002 to 2010±2012. Tasmania and the ACT had the smallest average 
annual changes. 
Life  expectancy  is  higher  in  major  cities/inner  regional  areas  
Figure 1.1 shows that in 2010±2012, men in major cities/inner regional areas had a life expectancy at 
birth 2.3 years higher than that for men who lived in other areas (that is, outer regional, remote and 
very remote areas combined). The difference was smaller for women: women in urban areas had a 
1.4 year advantage over women in other areas. 
The difference between male and female life expectancy was greater in other areas at 4.1 years 
compared to 3.1 years in more urban areas. 
The council is pleased to present data on life expectancy by remoteness areas for the first time in this 
report. We have previously recommended the reporting of these data as a component of the social 
inclusion focus of the National Healthcare Agreement. 
Figure 1.1 Life expectancy at birth, by remoteness, 2010±2012 
 
Source:  ABS²see Appendix C. 
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Life  expectancy  started  to  increase  faster  from  the  1970s  for  all  age  groups  
Across all age groups, life expectancy improved more quickly from the 1970s. We have used life 
expectancy at age 65 to illustrate this. Life expectancy at older ages is an important indicator of the 
ageing of the population. 
In the mid-twentieth century (1953±1955), a 65 year old man could expect to live for a further 12.3 
years and a 65 year old woman, 15.0 years. These rates were stable until around 1971. In 
2010±2012, the figures were 19.1 years for men and 22.0 years for women (Figure 1.2). 
Figure 1.2 Life expectancy at age 65, 1953±1955 to 2010±2012 
 
Source:  ABS²see Appendix C. 
Life  expectancy  of  Indigenous  people  improved  but  is  still  much  lower  
Overall, in 2010±2012, life expectancy for Indigenous Australians remained much lower than for non-
Indigenous Australians.  
x On average, a male Indigenous baby could expect to live until 69.1 years, 10.6 years fewer than a 
non-Indigenous baby.  
x Female Indigenous babies could expect to live to 73.7 years, 9.5 years fewer than a non-
Indigenous baby. 
Life expectancy of Indigenous people improved over the last five years. Since 2005±2007, life 
expectancy increased by 1.6 years for Indigenous men and by 0.6 years for Indigenous women.  
See our report, Indigenous Reform 2012±13: Five years of performance for further information. 
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Causes of 
death 
Falling  rates  of  death  from  circulatory  diseases  have  brought  
overall  rates  down.  Cancer  rates  have  changed  less  and  are  now  
the  leading  broad  cause  of  death.  Death  rates  for  Indigenous  
Australians  remain  relatively  high.  
Death  rates  fell  in  all  States  and  Territories  from  2007  to  2012  
Deaths data in this section are age standardised. From 2007 to 2012: 
x Nationally, death rates fell 8.4% from 604.4 deaths per 100 000 persons to 553.6 deaths. 
x The greatest improvement was in the Northern Territory where rates fell 14.8%. However, rates 
for the Northern Territory were also far higher than any other State or Territory. The 2012 rate was 
768.8 deaths per 100 000. 
x The smallest decrease was in Tasmania (4.7%). However, its death rate (660.4 deaths per 
100 000) was the second highest, after the Northern Territory. 
Cancer  and  circulatory  diseases  were  the  leading  broad  causes  of  death  
Rates of deaths from cancer and circulatory diseases (for example, heart attack and stroke) were the 
two highest in all jurisdictions. These rates are for leading broad causes of death (see Appendix B for 
definition). 
From 2007 to 2011, death rates from circulatory diseases fell in all jurisdictions but cancer rates only 
fell in some jurisdictions and by smaller amounts. Rates for both causes were lowest in Western 
Australia and the ACT, and highest in Tasmania and the Northern Territory (Table 1.1). 
Table 1.1 Leading broad cause of death rate, 2011, and colour representing change in rate 
per 100 000 between 2007 and 2011 
 NSW Vic Qld WA SA Tas ACT NT Aust 
Cancer 177.7 173.3 175.1 166.6 170.6 189.5 146.5 220.3 174.5 
Circulatory 177.5 161.8 180.3 153.1 171.3 190.4 151.5 201.4 171.6 
Respiratory 49.5 46.3 49.9 42.1 45.9 53.3 42.8 83.5 48.0 
External causes 34.1 36.0 42.7 44.2 37.6 45.5 31.5 60.5 38.1 
Mental & behavioural 27.9 27.3 27.3 23.7 30.4 40.6 26.5 51.6 27.9 
Nervous system 23.8 27.8 23.3 30.5 28.4 29.5 32.2 30.9 26.0 
Endocrine 20.9 24.8 23.7 23.4 24.8 34.1 20.0 60.1 23.5 
  Significant improvement  Significant worsening  
Notes:  Broad causes include, for example: Circulatory (heart attack & stroke); Respiratory (pneumonia & COPD); 
External causes (transport accidents, falls and intentional self -harm); Mental & behavioural (dementia); Nervous system 
$O]KHLPHU¶V	3DUNLQVRQ¶V(QGRFULQHGLDEHWHV  
Source: ABS²see Appendix C.   
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Cancer  has  overtaken  circulatory  diseases  as  the  leading  broad  cause  of  death  
Although the number of deaths from cancer and circulatory diseases are very close, age adjusted 
rates show that cancer is now the leading broad cause of death. The difference between the two in 
2012 was 8.8 deaths per 100 000. From 2007 to 2012, deaths from circulatory diseases decreased by 
21.0%, whereas cancer deaths decreased by 6.4% (Figure 1.3).  
Deaths from mental and behavioural disorders increased by 18.8%, from 24.0 to 28.5 deaths per 
100 000. Dementia accounts for 90% of deaths from mental and behavioural diseases. Deaths due to 
disorders of the nervous system or endocrine disorders were relatively stable over time. 
Figure 1.3 Rates of leading broad causes of death, 2007 to 2012 
 
Source:  ABS²see Appendix C. 
Circulatory  diseases  were  the  leading  broad  cause  of  death  for  Indigenous  people  
Data are available for NSW, Queensland, Western Australia, South Australia and the Northern 
Territory only. Figure 1.4 shows that in 2007±2011: 
x circulatory diseases was the leading broad cause of death for Indigenous people (343.6 deaths 
per 100 000) 
x cancer was the next most common broad cause of death (253.7 deaths per 100 000).  
Death rates for Indigenous people are higher than for non-Indigenous people. The rate for endocrine 
disorders is five times higher than for non-Indigenous people. For more information see our report, 
Indigenous Reform 2012±13: Five years of performance.  
Figure 1.4 Rates of leading broad causes of death, by Indigenous status, 2007±2011 
 
Source:  ABS²see Appendix C. 
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Deaths of infants 
and children 
Rates  of  infant  and  child  deaths  continued  a  long  term  trend  down  
in  all  States  and  Territories.  
Child  death  rates  fell  from  24  to  less  than  1  death  per  1000,  from  1907  to  2012  
Child deaths (0±4 years) have fallen dramatically in the past 100 years. This was a result of better 
nutrition, hygiene and sanitation in the early 20th century. Later the effects of antibiotics and 
vaccinations were important. And more recently, there are advances in medical technology. As a 
result, child death rates fell from 24 deaths per 1000 in 1907 to less than 1 death per 1000 in 2012. 
Figure 1.5 Rates of child deaths, 1907 to 2011 
 
Source:  AIHW; Stanley, FJ; Gidding, FG et al²see Appendix C. 
Deaths  of  children  (aged  0±4  years)  and  infants  (younger  than  1  year)  continue  to  fall  
The child death rate fell from 106.9 deaths per 100 000 children in 2007 to 82.9 per 100 000 in 2012.  
More than 80% of child deaths occur in the first year of life²these are called infant deaths. Infant 
death rates also fell, from 4.1 per 1000 live births in 2007 to 3.3 in 2012.  
Figure 1.6 Rates of child and infant deaths, 2007 to 2012 
Child  death  rate 
 
Infant  death  rate  
  
Source:  ABS²see Appendix C. 
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Since  2002  infant  death  rates  have  fallen  in  all  States  and  Territories  
Over the past 10 years, infant death rates have fallen in all States and Territories. In the Northern 
Territory the rate decreased by 3.3 deaths per 1000 live births between 2002 and 2012, from 11.3 to 
8.0 deaths per 1000 live births. The decrease in deaths (5.0 to 2.8 deaths per 1000 live births) was 
relatively high in Victoria (Figure 1.7). 
Figure 1.7 Rates of infant deaths, 2002 to 2012 
 
Source:  ABS²see Appendix C. 
Child  death  rates  were  lowest  in  major  cities  
In 2011, death rates of children in very remote areas were very high²254.5 per 100 000. Although 
this was three times higher than in major cities, the actual number of deaths of children in very remote 
areas was 44. In remote areas, the number was also very low at 30 deaths (Figure 1.8). 
Because of these small numbers there can be considerable volatility in the data. It is difficult to draw 
any conclusion other than that death rates were lowest in major cities. 
Figure 1.8 Rates and number of child deaths. by remoteness, 2011 
Child  death  rate  
 
Number  of  child  deaths  
 
Source: ABS²see Appendix C. 
Indigenous  child  death  rates  were  more  than  double  rates  for  non-­Indigenous  children  
Over the period 2008±2012, the death rate of Indigenous infants was 6.2 deaths per 1000 live births 
compared to 3.7 for non-Indigenous infants. The Indigenous child death rate was 197.8 deaths per 
100 000 children²more than twice the non-Indigenous rate of 91.2 per 100 000. Data are for NSW, 
Queensland, Western Australia, South Australia and the Northern Territory combined.  
For more information see our report, Indigenous Reform 2012±13: Five years of performance. 
0
2
4
6
8
10
12
NSW Vic Qld WA SA Tas ACT NT Aust
D
ea
th
s 
pe
r 1
00
0 
liv
e 
bi
rth
s
20
02
20
12
0
50
100
150
200
250
300
Major
cities
Inner
regional
Outer
regional
Remote Very
remote
D
ea
th
s 
pe
r 1
00
 0
00
0
100
200
300
400
500
600
700
800
900
Major
cities
Inner
regional
Outer
regional
Remote Very
remote
N
um
be
r o
f d
ea
th
s
 
 
26  /  Healthcare in Australia 2012±13: Five years of performance 
Deaths from potentially 
avoidable causes 
Two-­thirds  of  deaths  of  people  under  75  years  were  from  potentially  
avoidable  causes.  Despite  substantial  recent  improvements,  rates  
were  highest  in  the  Northern  Territory.  Death  rates  for  Indigenous  
people  were  at  least  three  times  as  high  as  non-­Indigenous  death  
rates.  
We report on deaths from potentially avoidable causes. These can either be potentially prevented or 
potentially treated. 
x Deaths from potentially preventable causes are avoidable through primary healthcare (such as the 
care provided by a GP), health promotion (such as by improving healthy habits and behaviours) 
and preventive health (such as vaccination against some diseases or help to quit smoking). 
x Deaths from potentially treatable causes are avoidable through appropriate therapeutic 
interventions, such as surgery or medication, before a condition worsens. This is often the case 
where diseases are detected early, such as through screening programs. 
Deaths data in this section are age standardised. 
Two-­thirds  of  deaths  of  people  under  75  years  were  potentially  avoidable  
In 2011, 33 202 of the 50 401 deaths of people aged under 75 were potentially avoidable (65.9%).  
The death rate in 2011 from potentially avoidable causes for people aged under 75 years was 146.4 
deaths per 100 000 population. There were more deaths from potentially preventable causes (90.1 
deaths per 100 000) than potentially treatable ones (56.3 deaths per 100 000). The top three main 
potentially avoidable causes of death were heart disease, lung cancer and suicide. 
Death  rates  from  potentially  avoidable  causes  decreased  in  all  States  and  Territories  
Table 1.2 shows that overall rates of potentially avoidable causes of death significantly decreased 
from 160.3 deaths per 100 000 people in 2007 to 146.4 in 2011. Rates also decreased in all States 
and Territories.  
x Rates of potentially preventable causes of death significantly decreased in all jurisdictions except 
Queensland and the ACT. 
x Rates of potentially treatable causes of death significantly decreased in all jurisdictions except 
Tasmania. 
Table 1.2 also shows the rate of deaths from potentially avoidable causes in 2011 for each State and 
Territory, along with the preventable and treatable sub-rates. 
x The Northern Territory had the highest rate of deaths from potentially avoidable causes (277.4 per 
100 000), followed by Tasmania (164.1) and Queensland (155.4). 
x The ACT (111.9 per 100 000) had the lowest rate, followed by Victoria (136.9). 
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Table 1.2 Deaths from potentially avoidable causes, rate per 100 000, 2011 
 NSW Vic Qld WA SA Tas ACT NT Aust 
Avoidable 146.6 136.9 155.4 140.2 146.3 164.1 111.9 277.4 146.4 
    Preventable 88.4 83.8 97.3 88.4 89.0 105.8 71.3 182.7 90.1 
    Treatable 58.3 53.0 58.0 51.8 57.4 58.3 40.6 94.7 56.3 
Notes:  Totals may differ due to rounding. 
Source: ABS²see Appendix C. 
The average annual fall in deaths from potentially preventable and potentially treatable causes was 
highest in the Northern Territory²at 12.3 deaths per 100 000 for potentially preventable causes of 
death and 9.5 for potentially treatable causes of death (Figure 1.9). 
Figure 1.9 Rates of deaths from potentially avoidable causes, average annual decrease 
from 2007 to 2011 
 
Source:  ABS²see Appendix C. 
Indigenous  people  at  least  three  times  as  likely  to  die  of  a  potentially  avoidable  cause  
In 2011, there were 487.1 deaths of Indigenous people from potentially avoidable causes per 100 000 
people compared to only 140.2 for non-Indigenous people. This is for NSW, Queensland, Western 
Australia, South Australia and the Northern Territory combined.  
From 2007 to 2011, rates for Indigenous and non-Indigenous people significantly declined for 
potentially treatable causes of death but potentially preventable causes of death only fell for non-
Indigenous people. State and Territory results, for the period 2007±2011, are shown below.  
Figure 1.10 Potentially avoidable deaths, by Indigenous status, 2007±2011 
 
Source:  ABS²see Appendix C.
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Chapter 2  
 
&KURQLFGLVHDVHV 
This chapter covers three chronic diseases²and their key behavioural risk factors²that 
contribute significantly to the burden of disease in Australia: diabetes, cancer, and heart 
disease as measured by rates of heart attacks. These indicators measure progress toward 
the overall outcome that Australians are born and remain healthy. 
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How this chapter links to the National Healthcare Agreement 
Section in this chapter   Performance indicators Outcomes 
Smoking and excess weight 
Rate of adult daily smoking Australians are born and remain 
healthy Prevalence of overweight and obesity 
Rates of type 2 diabetes Prevalence of type 2 diabetes 
Australians are born and remain 
healthy 
Management of type 2 
diabetes 
Effective management of diabetes 
Australians receive appropriate high 
quality and affordable primary and 
community health services 
Incidence of selected 
cancers 
Incidence of selected cancers 
Australians are born and remain 
healthy 
Incidence of lung cancer Incidence of selected cancers 
Australians are born and remain 
healthy 
Heart attacks Incidence of heart attacks 
Australians are born and remain 
healthy 
A number of these performance indicators also link to the National Healthcare Agreement outcome 
µ$XVWUDOLDQVKDYHDKHDOWKV\VWHPWKDWSURPRWHVVRFLDOLQFOXVLRQDQGUHGXFHVGLVDGYDntage, 
HVSHFLDOO\IRU,QGLJHQRXV$XVWUDOLDQV¶ 
Like  to  know  more  about  the  indicators?  
Appendix A outlines the structure of the National Healthcare Agreement and details the indicators 
that are not included in this report in detail, either due to data quality and availability issues, or 
because there was little change in performance year on year.  
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Key findings 
Nationally, 4.3% of Australians adults had type 2 diabetes in 2011±12. For the first time, we have 
nationally comparable data based on blood samples, which reveal that around a quarter of people 
with type 2 diabetes do not know it.  
Almost half of people who know they have type 2 diabetes do not effectively manage their 
condition. 49.5% of adults with known diabetes had a HbA1c level above 7.0%, indicating that they 
were not effectively managing their condition. The rate was even lower among 18±44 year olds²
65.3% of these people did not effectively manage their condition. 
The national rate of lung cancer decreased significantly between 2006 and 2010. Historical data 
shows that the rates of melanoma and female breast cancer have increased since 1982 but remained 
steady over the past decade. The rate of cervical cancer has fallen since 1982 and bowel cancer has 
remained stable over this longer period. 
The decrease in the national rate of lung cancer is due to declining rates among men (down 34% 
since 1982). The rate of lung cancer in women has increased by 88% over the past 30 years and 
continues to rise. 
The heart attack rate for men is double the rate for women²although from 2007 to 2011 the rate 
fell for both men and women. There was only a small reduction in the large gap in heart attack rates 
between Indigenous and other Australians. 
Summary of key findings in this chapter 
Around 1 in 25 adults have 
type 2 diabetes 
42.8 new cases of lung 
cancer for every 100 000 
people in 2010 
There were 427.0 heart 
attacks for every 100 000 
people in 2011 
   
 
4.3% in 2011±12 
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Smoking and excess weight 
Final  health  survey  results  confirm  a  fall  in  the  smoking  rate  and  an  
increase  in  excess  weight.  New  data  show  higher  smoking  and  
obesity  rates  in  the  most  disadvantaged  areas  for  both  men  and  
women.  
Drop  in  smoking  rates  in  NSW,  Queensland,  South  Australia  and  the  ACT  
According to the final health survey results for 2011±12 (which are revisions to the data we reported 
last year), 16.3% of Australian adults were daily smokers. This was a significant fall from  
2007±08 (19.1%). Significant falls also occurred in NSW, Queensland, South Australia and the ACT 
(see Figure 2.1). 
While the national smoking rate has fallen over time, it may need to fall faster to meet the benchmark 
set by COAG to reduce the rate to 10% by 2018. Smoking rates of Indigenous people are discussed 
in our National Indigenous Reform Agreement report for 2012±13. 
Figure 2.1 Rate of current daily smoking, by State and Territory, 2007±08 to 2011±12 
  
Source: ABS²see Appendix C. 
Both  men  and  women  in  disadvantaged  areas  are  more  likely  to  smoke  
For both men and women, there is a relationship between disadvantage and smoking rates. This is 
particularly true for men.  
Figure 2.2 shows that in 2011±12, men in the most disadvantaged tenth of Australia smoked at 
significantly higher rates (almost one in three men, or 32.3%) than men in any other areas  
Figure 2.2 Rate of adult daily smoking, by sex, by socioeconomic disadvantage, 2011±12 
 
Source: ABS²see Appendix C.    
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Relationship  between  disadvantage  and  excess  weight    
The rate of adults who were overweight or obese in 2011±12 was 62.7%, up significantly from 61.1% 
in 2007±08. There were also statistically significant increases in Queensland and South Australia. 
Looking just at obesity, Figure 2.3 shows that in 2011±12, rates of obesity increased with 
disadvantaged for both men and women. 
Figure 2.3 Rate of obesity, by sex, by socio-economic disadvantage, 2011±12 
  
Source: ABS²see Appendix C. 
  
Increasing  proportion  of  Australians  at  
a  healthy  body  weight²no  progress  
COAG has set a performance benchmark to 
increase by five percentage points the 
proportion of Australian adults and children at 
a healthy body weight over the 2009 baseline 
by 2018. For the purposes of this benchmark, 
µKHDOWK\¶LVPHDVXUHGDVKDYLQJDµQRUPDO
ZHLJKW¶ZLth a BMI between 18.5 and 24.9. 
Figure 2.4 shows that there was no significant 
change in the proportion of adults or children 
at a healthy body weight between 2007±08 
and 2011±12.  
In 2011±RIFKLOGUHQZHUHµQRUPDO
ZHLJKW¶%MI 18.5-24.9), up from 67.7% in 
2007±08. The 2018 target is 72.7%. 
In 2011±RIDGXOWVZHUHµQRUPDO
ZHLJKW¶GRZQIURPLQ±08. The 
2018 target is 41.9%. 
 
 
 
Figure 2.4 Proportion of adults and 
FKLOGUHQDWDµQRUPDOZHLJKW¶
(BMI 18.5-24.9), 2007±08 and 
2011±12 
 
Source: ABS²see Appendix C.
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Type 2 diabetes 
4.3%  of  Australian  adults  have  type  2  diabetes.    Rates  are  higher  
among  men  than  women.  Rates  of  type  2  diabetes  increase  with  
socio-­economic  disadvantage.    
Diabetes is a chronic condition where there are high levels of glucose in the blood due to problems 
with the way the body makes or responds to insulin. Type 2 is the most common form of diabetes. It is 
DVVRFLDWHGZLWKµKHUHGLWDU\IDFWRUVDQGOLIHVW\OHULVNIDFWRUVLQFOXGLQJSRRUGLHWLQVXIILFLHQWSK\VLFDO
DFWLYLW\DQGRYHUZHLJKWRUREHVLW\¶'+$ 
For the first time, we have data about diabetes that are from actual blood samples, which are more 
objective data than simply asking people whether they have diabetes. The data include people who 
already know they have diabetes as well as those with newly diagnosed diabetes, based on their 
blood sugar test. They exclude women with gestational diabetes. 
The rates we report have been adjusted for age differences. 
Around  1  in  25  adults  have  type  2  diabetes    
Nationally, in 2011±12: 
x 4.3% of Australian adults aged 18 and over had type 2 diabetes (see Figure 2.5) 
x rates of type 2 diabetes in the States and Territories varied between 3.6% in Victoria and 7.4% in 
the Northern Territory, though these differences were not statistically significant (see Figure 2.5) 
x men (5.5%) were significantly more likely than women (3.2%) to have type 2 diabetes, and this 
relationship held true in NSW, Queensland and Tasmania. 
Figure 2.5 Proportion of adults with type 2 diabetes, by State and Territory, 2011±12 
 
Source: ABS²see Appendix C. 
COAG has set a performance benchmark to reduce the prevalence rate of type 2 diabetes to 2000 
levels by 2023. This is equivalent to reducing the rate to 5.0% for Australians aged 25 and over (see 
explanation at Appendix C). In 2011±12, the national rate of type 2 diabetes was 4.9% for Australians 
aged 25 and over, satisfying the 5.0% benchmark target set by COAG.  
:HQRWHWKDWLQWKHIXWXUH$XVWUDOLD¶VKLJKREHVLW\UDWHVVXJJHVWDSRVVLEOHLQFUHDVHLQWKHLQFLGHQFH
of type 2 diabetes given the 'well-established' link between the two (WHO IDF 2004). 
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People  living  in  disadvantaged  areas  have  far  higher  rates  of  type  2  diabetes  
Figure 2.6 shows that in 2011±12, the rate of type 2 diabetes in the most disadvantaged areas (6.6%) 
was more than two and a half times higher than in the least disadvantaged parts (2.4%). These 
differences were statistically significant.  
Figure 2.6 Proportion of adults with type 2 diabetes, by socio-economic status, 2011±12 
 
Source: ABS²see Appendix C. 
Australia  has  a  lower  rate  of  diabetes  than  the  OECD  average  
:HORRNHGDWKRZ$XVWUDOLD¶VUDWHRIGLDEHWHVFRPSDUHVLQWHUQDWLRQDOO\WRJDLQIXUWKHULQVLJKWVLQWRWKH
prevalence of the condition. 
)RUWKHSXUSRVHVRILQWHUQDWLRQDOFRPSDULVRQV$XVWUDOLD¶VUDWHLQZDV7KLVLQFOXGHVUDWHV
of type 1 and type 2 diabetes and is therefore higher than the rate we report above. The OECD 
average was 6.9% (Figure 2.7). 
Figure 2.7 Prevalence of diabetes mellitus (type 1 and type 2) in adults aged 20±79 years, 
by country, 2011 
 
Source: OECD²see Appendix C.  
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Management of type 2 diabetes 
Around  half  of  Australians  who  know  they  have  type  2  diabetes  do  
not  effectively  manage  their  condition.  Younger  adults  in  particular  
do  not  manage  their  diabetes.  The  majority  do  not  manage  their  
blood  pressure  or  maintain  a  healthy  weight.  
A person with type 2 diabetes should have an HbA1c (glycated haemoglobin) result of less than or 
equal to 7%. People with a HbA1c in this range are considered to be effectively managing their 
condition.  
People with an HbA1C above 7% are not managing their diabetes effectively. 
Almost  half  of  Australian  adults  with  type  2  diabetes  do  not  effectively  manage  their  
condition    
In 2011±12: 
x 50.5% of Australian adults with known type 2 diabetes were effectively managing their condition²
of concern, the remaining 49.5% were not 
x the highest estimated rate of adults with diabetes effectively managing their condition was in 
Tasmania (69.9%) and the lowest was in Victoria (35.5%) (Figure 2.8), though no State or 
Territory was significantly different from the national rate 
x while men were far more likely to have diabetes, there were no significant differences in rates at 
which men (53.8%) and women (45.0%) effectively managed their condition. 
Figure 2.8 Proportion of people with known diabetes aged 18 to 69 years managing their 
condition effectively, by State and Territory, by sex, 2011±12 
 
Source: ABS²see Appendix C. 
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Only  one-­third  of  younger  adults  with  type  2  diabetes  manage  their  condition  
effectively  
Figure 2.9 shows that, in 2011±12, the proportion of people who effectively managed their type 2 
diabetes increased with age. 
The rate at which people aged 65±69 (70.1%) met the goal for HbA1C was twice the rate for those 
aged 18±44 (34.7%)²this was a statistically significant difference. 
Figure 2.9 Proportion of adults with known diabetes aged 18 to 69 years managing their 
condition effectively, by age, 2011±12 
 
Source: ABS²see Appendix C. 
Most  people  with  diabetes  do  not  meet  blood  pressure  and  healthy  weight  goals  
$SHUVRQ¶V+E$&LVRQHLQGLFDWLRQIRUKRZZHOOWKDWSHUVRQPDQDJHVWKHLUGLDEHWHV 
However, there is a range of things people can do to lessen the severity of their condition or slow its 
progress. These include maintaining a healthy weight, managing their blood pressure, and not 
smoking. 
In 2011±12, ABS data show that of those people who knew they had diabetes: 
x only about 1 in 10 (12.6%) had a body mass index (BMI) in the normal range (Figure 2.10). 
x almost 7 in every 10 (68.1%) had higher than recommended blood pressure 
x 13.1% still smoked. 
Figure 2.10 Proportion of adults with known diabetes with body mass index within normal 
range, by age, by sex, 2011±12 
 
Source: ABS²see Appendix C.  
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Cancer 
Lung  cancer  rates  dropped  nationally  between  2006  and  2010.    
The  rates  of  other  selected  cancers  have  not  changed  significantly. 
We report on the incidence of selected cancers that are either to some degree preventable or open to 
early detection and treatment through public screening programs. The incidence of cancer refers to 
the number of new cases each year and is given as an age-adjusted rate per 100 000 population. 
The  rate  of  lung  cancer  has  decreased  but  other  cancer  rates  are  steady  
Under the National Healthcare Agreement we report annual rates of new cases of lung cancer, 
melanoma of the skin, female breast cancer, bowel cancer and cervical cancer. 
x From 2006 to 2010, the incidence of lung cancer fell from 45.1 to 42.8 new cases per 100 000 
people. This continues a long term trend and is reported in more detail on the following pages. 
x The incidence of the remaining cancers did not change significantly between 2006 and 2010. As 
shown below, the rates of female breast cancer and melanoma have increased since 1982 but 
remained steady over the past decade. The rate of cervical cancer has fallen since 1982 and 
bowel cancer has remained stable over this longer period. 
Figure 2.11 Rate and number of new cases of lung cancer, 1982 to 2012 
Notes: Data for 2010 includes AIHW estimates for NSW and ACT. Data for 2011 and 2012 are AIHW projections.  
Source: AIHW²see Appendix C. 
Figure 2.12 Rate and number of new cases of female breast cancer, 1982 to 2012  
Notes: Data for 2010 includes AIHW estimates for NSW and ACT. Data for 2011 and 2012 are AIHW projections. 
Source: AIHW²see Appendix C. 
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Figure 2.13 Rate and number of new cases of melanoma of the skin, 1982 to 2012 
Notes: Data for 2010 includes AIHW estimates for NSW and ACT. Data for 2011 and 2012 are AIHW projections.  
Source: AIHW²see Appendix C. 
The  number  of  new  cases  of  each  of  the  5  selected  cancers  has  increased  since  2006  
While lung cancer rates fell and the rates of other cancers remained stable, it is important to 
remember that the actual number of people diagnosed with new cases of each cancer actually 
increased between 2006 and 2010. 
For example, as shown in Figure 2.14, while the rate of new cases of bowel cancer per 100 000 
people has remained relatively stable since 1982, the number of cases has more than doubled over 
that period. More recently, cases have also increased since our first reporting of 2006 data. 
While great strides have been made in preventing cancer, and in detecting and treating pre-cancer 
abnormalities, many thousands of Australians are still affected each year. Cancer remains a leading 
cause of death and contributor to the total burden of disease. 
Figure 2.14 Rate and number of new cases of bowel cancer, 1982 to 2012 
Notes: Data for 2010 includes AIHW estimates for NSW and ACT. Data for 2011 and 2012 are AIHW projections. 
Source: AIHW²see Appendix C. 
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Incidence of lung cancer 
Although  the  incidence  of  lung  cancer  is  declining,  it  remains  a  
leading  cause  of  death.  National  incidence  rates  are  comparable  to  
other  countries,  but  vary  by  State  and  Territory  and  by  sex.  
This year, we are focusing on lung cancer. Lung cancer has a very low 5-year relative survival rate 
(AIHW 2012). In 2006±2010, men diagnosed with lung cancer had a 12.6% chance of surviving at 
least 5 years compared to their counterparts in the general population, while women had a 16.5% 
chance. Lung cancer was the underlying cause of 1 in every 17 deaths (5.5%) in Australia in 2011 
(ABS 2013). Tobacco smoking is responsible for 90% of lung cancers in men and 65% of lung 
cancers in women (AIHW 2011), making it a largely preventable disease. 
The  rate  of  lung  cancer  fell  nationally  and  in  all  States  and  Territories  
The largest decreases in age-adjusted lung cancer rates were in Victoria (falling from 44.4 per  
100 000 people in 2006 to 39.2 in 2010) and in the Northern Territory (from 60.9 in 2006 to 53.1 in 
2010). 
In 2010, as in previous reports, the Northern Territory had the highest rate of lung cancer with 53.1 
cases per 100 000 people. The ACT had the lowest rate (33.2 in 2010).  
Figure 2.15 Rate of lung cancer, by State and Territory, 2006 to 2010 
 
Note: 2010 data for NSW and ACT are AIHW estimates due to actual 2010 data being unavailable. 
Source: AIHW²see Appendix C. 
Australia's  lung  cancer  rate  is  lower  than  the  US,  UK  and  Canada  
Australia's rate of lung cancer is similar to that of comparable countries. The rate of lung cancer in the 
United States, United Kingdom and Canada is higher than in Australia. 
Figure 2.16 Estimated rate of lung cancer, by country, 2012 
 
Note: Rates are estimates based on World Health Organisation calculations. 
Source: World Health Organisation²see Appendix C. 
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The  incidence  of  lung  cancer  is  falling  for  men  but  increasing  for  women  
Figure 2.17 shows that the national rate of lung cancer has fallen 7% between 1982 and 2012, from 
47.0 per 100 000 population to 43.9 per 100 000 population. The rate among men was 55.8 per  
100 000 people in 2012, higher than the rate among women of 34.1.  
However, while the rate among men has fallen 34% between 1982 and 2012, the rate among women 
has risen 88% (from 18.2 per 100 000 population in 1882 to 34.1 in 2012). In 1982, for every 10 
women diagnosed with lung cancer, 35 men were diagnosed. By 2012, it was estimated that for every 
10 women diagnosed, 15 men were diagnosed. 
These changes in rates are also reflected in the underlying numbers of new cases of lung cancer. The 
number of women diagnosed with lung cancer increased from 1257 in 1982 to an estimated 4650 in 
2012. This is a 270% increase in the number of cases, far exceeding the rate of population growth 
over that period. 
The increasing rate of lung cancer among women is consistent with a peak in female smoking rates in 
the 1970s and 1980s. As the rate of lung cancer among women is likely to have not yet peaked, there 
is a need for ongoing emphasis on early identification and treatment of this disease, despite the 
declining rates of lung cancer overall. 
Figure 2.17 Rate and number of new cases of lung cancer, by sex, 1982 to 2012 
 
Note: Data for 2010 includes AIHW estimates for NSW and ACT. Data for 2011 and 2012 are AIHW projections. 
Source: AIHW²see Appendix C. 
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Heart attacks 
Heart  attack  rates  have  continued  to  fall,  though  remain  much  
higher  for  men  than  women.  Rates  fell  more  for  men  than  women  
and  more  at  older  age  groups.  The  gap  between  Indigenous  and  
non-­Indigenous  people  fell  only  slightly.  
7KHKHDUWDWWDFNUDWHIRUPHQZDVGRXEOHWKHZRPHQ¶VUDWH  
,QWKHKHDUWDWWDFNUDWHIRUPHQZDVDWWDFNVSHU7KHZRPHQ¶VUDWHZDV
attacks. Heart attacks were more common among older people and men.  
x From 35±\HDUVWKHKHDUWDWWDFNUDWHIRUPHQZDVWKUHHWLPHVWKHZRPHQ¶VUDWH 
x The rate for persons aged 75±84 years was 1663.8 attacks per 100 000 compared to 274.2 for 
those aged 45±54. 
There  was  a  reduction  in  the  heart  attack  rate  from  2007  to  2011  
The rate of heart attacks has declined by 20.1% from 534.2 attacks per 100 000 in 2007 to 427.0 
attacks in 2011. This is equivalent to 26.8 fewer heart attacks per 100 000 people each year.  
From 2007 to 2011, the rate of heart attacks fell across all age groups and for both men and women. 
The falls for men were greater than the falls for women, particularly for people aged older than 65. In 
the 65±74 years age group, the rate decreased by an annual average of 100.3 attacks per 100 000 
for men compared to 51.5 for women. 
Another way of looking at the reduction in heart attacks is to see what happens if rates had not 
changed. If 2007 rates were applied to the 2011 population there would have been 17 527 more heart 
attacks than there were in 2011. In other words, the drop in rates avoided 17 527 heart attacks. 
Table 2.1 Rate of heart attacks in 2011, and average annual change between 2007 and 
2011, by age, per 100 000 people 
 25±34 35±44 45±54 55±64 65±74 75±84 85+ Total 
Men 
2011 rate per 100 000 15.8 125.7 416.8 784.4 1264.7 2127.3 3834.8 584.0 
Average annual change 
in rate since 2007 
-1.4 -5.8 -17.2 -47.3 -100.3 -146.1 -193.1 -36.1 
Women 
2011 rate per 100 000 6.4 40.6 134.3 274.0 578.3 1287.7 2900.5 283.8 
Average annual change 
in rate since 2007 
² ² -3.2 -18.4 -51.5 -99.6 -160.9 -18.7 
Notes:  Total is adjusted for age.  
² Change was not significant 
Source: AIHW²see Appendix C. 
  
 
 
Healthcare in Australia 2012±13: Five years of performance  /  43 
Figure 2.18 Rate of heart attacks, by sex, by age, 2007 and 2011 
Men 
  
Women 
 
Source: AIHW²see Appendix C. 
The  gap  between  Indigenous  and  other  Australians  fell  slightly  
Age standardised data on heart attacks among Indigenous people are available for NSW, 
Queensland, Western Australia, South Australia and the Northern Territory combined.  
From 2007 to 2011, the rate of heart attack for Indigenous people fell from 1208.2 heart attacks per 
100 000 people to 1076.9 heart attacks, a reduction of about 10%. The rate for other Australians fell 
by about 20%. The gap between Indigenous and other Australians fell slightly from 687.1 deaths per 
100 000 people in 2007 to 656.1 in 2011. 
Figure 2.19 Rate of heart attacks, by Indigenous status, 2007 to 2011 
 
Source: AIHW²see Appendix C.
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Chapter 3  
 
3ULPDU\DQG 
FRPPXQLW\KHDOWK 
This chapter UHSRUWVSURJUHVVRQ&2$*¶VRXWFRPHWKDW$XVWUDOLDQVUHFHLYHDSSURSULDWHKLJK
quality and affordable primary and community health services 
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How this chapter links to the National Healthcare Agreement 
Section in this chapter   Performance indicators Outcomes 
Waiting times for general 
practitioners 
Waiting times for general 
practitioners 
Australians receive appropriate high 
quality and affordable primary and 
community health services 
Costs of healthcare 
People deferring access to selected 
health care due to financial barriers 
Australians receive appropriate high 
quality and affordable primary and 
community health services 
Mental health treatment and 
follow-up 
Treatment rates for mental illness 
Australians receive appropriate high 
quality and affordable primary and 
community health services 
Rate of community follow up within 
first seven days of discharge from a 
psychiatric admissions 
Australians receive appropriate high 
quality hospital and hospital related 
care 
Potentially preventable 
hospitalisations 
Selected potentially preventable 
hospitalisations 
Australians receive appropriate high 
quality and affordable primary and 
community health services 
A number of these performance indicators also link to the National Healthcare Agreement outcome 
µ$XVWUDOLDQVKDYHDKHDOWKV\VWHPWKDWSURPRWHVVRFLDOLQFOXVLRQDQGUHGXFHVGLVDGYDQWDJH
HVSHFLDOO\IRU,QGLJHQRXV$XVWUDOLDQV¶ 
Like  to  know  more  about  the  indicators?  
Appendix A outlines the structure of the National Healthcare Agreement and details the indicators 
that are not included in this report in detail, either due to data quality and availability issues, or 
because there was little change in performance year on year.   
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Key findings 
Nearly one in five (18.8%) people who needed to see a dental professional delayed or did not 
go because of cost. In 2012±13, for dental care, cost was an increasingly important factor as the 
level of socio-economic disadvantage in an area increased. In contrast, cost was a factor for only 
5.8% of people when deciding to see a GP. There were no differences by socio-economic areas for 
GP access. 
Around one in four people waited 24 hours or more to see a GP. In 2012±13, 24.6% of people 
waited 24 hours or more to see a GP for an urgent appointment. That said, most people (64.1%) 
could see a GP within four hours. 
Overall rates of potentially preventable hospitalisations fell between 2007±08 and 2011±12. 
Rates of potentially preventable hospitalisations rose for acute conditions and those 
preventable by vaccine. The fall in the overall rate was driven by a drop in the rate of potentially 
preventable hospitalisations for chronic conditions. 
Summary of key findings in this chapter 
Around one in four 
people waited 24 
hours or more to see 
a GP for an urgent 
appointment 
Almost one in five 
people faced cost 
barriers to dental 
care 
Potentially preventable 
hospitalisations have 
fallen²but not for acute or 
vaccine-preventable 
conditions 
 
 
 
 
 
 
 
 
 
 
24.6% in 2012±13 
Waited 24 hours or more to 
see a GP for an urgent 
appoinment 
 
18.8% in 2012±13 
Three times the proportion 
who faced cost barriers to 
seeing a GP  
Overall rate down 
3.4% 
from 2007±08 to 2011±12 
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Waiting times for general 
practitioners 
Around  a  quarter  of  people  waited  24  hours  or  more  for  an  urgent  
appointment  but  most  people  can  see  a  GP  within  four  hours.  
Around  20%  of  people  felt  they  faced  an  unacceptable  wait  for  an  
appointment,  whether  urgent  or  not.    
General practitioners are commonly the first point of contact for people who are seeking medical 
services and are a key part of the primary healthcare system. Funding for GPs is a Commonwealth 
Government responsibility. 
Around  a  quarter  of  people  waited  24  hours  or  more  to  see  a  GP  urgently,  and  around  
one  in  five  felt  they  waited  an  unacceptable  time  (whether  urgent  or  not)  
Figure 3.1 shows that in 2012±13: 
x nationally, 24.6% waited 24 hours or more for an urgent GP appointment, while 64.1% of people 
waited less than four hours 
x Tasmania (54.1%) had a significantly lower proportion of people waiting less than four hours than 
the national rate. 
x South Australia (20.1%) had a significantly lower proportion of people waiting 24 hours or more 
than the national rate. 
Figure 3.2 shows that for all appointments²regardless of their urgency²in 2012±13: 
x nationally, 20.9% of people reported waiting what they felt was an unacceptable time  
x Western Australia (24.8%) and Tasmania (23.6%) had a significantly higher proportion than the 
national rate and Queensland (17.8%) had a significantly lower proportion. 
Figure 3.1 Waiting times for an urgent GP 
appointment, by State and 
Territory, 2012±13 
Figure 3.2 :DLWHGDQµXnacceptable¶ time 
for a GP appointment, by State 
and Territory, 2012±13 
  
Note:  Different populations were surveyed for how long patients wait for an urgent appointment with a GP and 
unacceptable waiting times for a GP, and therefore may not be directly comparable. Rates are aged standardised.  
Source: ABS²see Appendix C. 
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:RUNLQJDJHSHRSOHPRUHOLNHO\WRUHSRUWµXQDFFHSWDEOH¶ZDLWV  
Figure 3.3 shows that between age groups, there is little difference in the proportion of people who 
waited less than 4 hours to see a GP, compared to the non-age standardised national average. 
That said, the proportion who felt that they waited an unacceptable time was significantly higher than 
the non-age standardised national average in the working age groups of 25±34, 35±44, and 45±
54.The proportions are significantly lower in the age groups 15±24, and 65 years and above. 
Figure 3.3 Proportion of patients who waited 
less than 4 hours for an urgent 
appointment, by age, 2012±13 
Figure 3.4 Proportion who felt they waited an 
µXnacceptable¶ time for all GP 
appointments, by age, 2012±13 
  
Source:  ABS²see Appendix C. Source: ABS²see Appendix C 
How  do  waiting  times  compare  internationally?  
We do not have international data that are directly comparable to those above, but we can compare 
wait times using similar categories measured using a different survey. 
Figure 3.5 VKRZVWKHSURSRUWLRQRIµVLFNHU¶SHRSOHDEOHWRJHWDQDSSRLQWPHQWWRVHHDGRFWRURUQXUVH
RQWKHVDPHGD\DFURVVDUDQJHRIFRXQWULHV$XVWUDOLD¶VUDWHLVLQWKHPLGGOHRIWKHUDQJH 
Figure 3.5 3HUFHQWDJHRIµVLFNHU¶1 people who reported being able to get an appointment to 
see a doctor or nurse on the same day, 2011  
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Costs of health care 
Costs  of  dental  care  remain  an  issue  for  many  Australians,  
particularly  Indigenous  Australians.  Costs  of  dental  professionals  
and  of  prescription  medicines  were  a  bigger  problem  in  the  most  
disadvantaged  areas.  
Indigenous  Australians  defer  or  avoid  care  due  to  cost  
Data available to us for the first time show that, in 2012±13, more than two out of five (43.9%) 
Indigenous people aged 15 years and over delayed or did not go to a dental professional due to cost. 
One-third (34.6%) delayed or did not fill a prescription and one in eight (12.2%) delayed or did not go 
to a GP. Because they are based on data collected using different surveys, the results for Indigenous 
Australians should not be directly compared to the results discussed below for all Australians. 
One  in  five  Australians  delayed  or  did  not  see  a  dental  professional  due  to  cost  
People were more likely to delay or avoid seeing a dental professional due to cost than was the case 
for any other health professional. In 2012±13, nearly one in five (18.8%) Australians aged 15 years 
and over who needed to see a dental professional delayed or did not see one. This was more than 
three times the rate for GPs (5.8%) and more than double the rate of delay or not filling a prescription 
(8.5%) or for seeing a specialist (8.8%). 
Rates for delaying or not seeing a dental professional due to cost were highest in Queensland 
(21.5%), Tasmania (21.0%), and Victoria (20.2%). They were lowest in NSW (16.7%), South Australia 
(17.0%), and the ACT (17.6%). 
Cost barriers to see dental professionals or fill prescriptions increased with disadvantage. In the most 
disadvantaged areas, 25.1% of people delayed or did not see a dental professional due to cost²
more than double the rate in the least disadvantaged areas (12.0%).  
People living outside major cities were more likely than people in major cities to delay or not see a 
dental professional due to cost, and women were more likely to face cost barriers than men. 
Figure 3.6 Proportion of people who delayed or did not see a dental professional in the last 
12 months due to cost, 2012±13 
 
Source:  ABS²see Appendix C. 
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One  in  twelve  delayed  or  did  not  fill  a  prescription  from  their  GP  because  of  cost  
In 2012±13, 8.5% of people given a prescription by their GP delayed or did not fill it due to cost. In the 
most disadvantaged areas, 12.4% delayed or did not fill a prescription; this was twice the rate found in 
the least disadvantaged areas (6.0%). There was no significant difference between major cities and 
other areas. A higher proportion of women than men delayed or did not fill a prescription. 
From 2010±11 to 2012±13, the proportion of people who delayed or did not fill a prescription fell 
significantly from 9.8% to 8.5%. 
Figure 3.7 Proportion of people who delayed or did not fill a prescription in the last 12 
months due to cost, 2012±13 
 
Source:  ABS²see Appendix C. 
The  cost  of  seeing  a  GP  was  not  a  barrier  for  most  people  
Nationally, in 2012±13, 5.8% of people delayed or did not see a GP due to cost. The rate was higher 
outside major cities (7.2% compared to 5.3% in major cities) and for women (7.0% compared to 4.3% 
for men).  
The rate at which people reported cost barriers to seeing a GP was similar regardless of how 
socioeconomically disadvantaged the area was in which they lived. 
Responsibility for GP services lies with the Commonwealth. 
Figure 3.8 Proportion of people who delayed or did not see a GP in the last 12 months due 
to cost, 2012±13 
 
Source:  ABS²see Appendix C. 
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Mental health 
treatment and follow up 
Treatment  rates  for  mental  health  have  slowed.  Rates  of  community  
follow-­up  after  psychiatric  discharge  are  increasing.    
Slowing  rates  of  mental  health  treatment  provided  by  GPs    
In this section, we focus on MBS and DVA clinical mental health services (which are Commonwealth 
funded). We do not report on public services (which are State and Territory funded) due to data 
quality and availability issues. While rates of private hospital mental health services have increased 
over time, they remain very low (0.1% of the population in 2011±12). 
Figure 3.9 shows that while the proportion of people receiving MBS and DVA funded clinical health 
services grew between 2007±08 and 2011±12 (from 4.9% to 7.3%), the rate of increase slowed in 
2011±12. The mental health treatment rate grew by an average of 12.7% a year between 2007±08 
and 2010±11, but slowed to just 3.9% growth between 2010±11 and 2011±12.  
The reduced growth rate is driven by a slowing in the service rate by general practitioners (GPs) who 
remain the dominant type of mental health service provider (5.7% of the population received mental 
health treatment by a GP in 2011±12). Between 2010±11 and 2011±12, rates of mental health 
treatment provided by GPs slowed in all States and Territories except Western Australia where they 
decreased by 0.1%.  
Mental health treatment rates by clinical psychologists and by other allied health professionals have 
risen steadily since 2007±08. 
Overall, MBS and DVA treatment rates in major cities and inner regional areas (7.6% and 7.5%) 
remain more than twice as high as in remote areas (3.0%) and in very remote areas (1.5%). 
Figure 3.9 Proportion of people receiving MBS and DVA clinical mental health services, by 
type of service, 2007±08 to 2011±12 
 
Source:  Private Mental Health Alliance Centralised Data Management Service; Medicare Benefits Scheme Statistics 
and Department oI9HWHUDQV¶$IIDLUV²see Appendix C. 
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Increasing  community  follow-­up  after  discharge  from  psychiatric  treatment  
Evidence suggests that the period immediately following hospital discharge is a period of increased 
vulnerability for patients admitted for mental health treatment, and that timely follow-up reduces the 
risk of relapse.  
This performance indicator measures the percentage of separations from a public psychiatric inpatient 
unit for which a community service follow-up was provided within seven days of separation.  
While the National Healthcare Agreement does not refer to any targets for this indicator, the COAG 
National Action Plan on Mental Health does contain a notional target of 75% as a guide to assessing 
good performance (SCOH 2012). 
Nationally, the rate of community follow-up within the first seven days of discharge from a psychiatric 
admission increased from 46.9% in 2007±08 to 54.6% in 2011±12 (see Figure 3.10).  
x The ACT was the strongest performer, reaching 78.6% in 2010±11 and 77.7% in 2011±12.  
x NSW and Queensland made substantial improvements since 2007±08, increasing by 12.3 
percentage points to 52.4% and 64.4% respectively in 2011±12.  
x Western Australia and the Northern Territory have been relatively stable averaging 49.0% and 
45.2% respectively over 2007±08 to 2011±12.  
Figure 3.10 Community follow-up rate within the first seven days of discharge from a 
psychiatric admission, 2007±08 to 2011±12 
 
Note:  There were data quality and availability issues with Victoria, South Australia and Tasmania²see Appendix C. 
Source:  State and Territory (unpublished) admitted patient and community mental health care data²see Appendix C. 
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Potentially preventable 
hospitalisations 
The  overall  rate  of  potentially  preventable  hospitalisations  dropped  
between  2007±08  and  2011±12.  But  the  rates  of  potentially  
preventable  hospitalisations  due  to  acute  conditions  and  vaccine-­
preventable  conditions  increased.  Women  are  more  likely  to  have  
hospitalisations  that  might  have  been  avoided.  
Potentially preventable hospitalisations are hospital admissions that might have been avoided through 
appropriate non-hospital services such as prevention, primary care and outpatient services. There are 
three categories of potentially preventable hospitalisations, those due to: 
x chronic conditions such as asthma, hypertension, congestive heart failure and chronic obstructive 
pulmonary disease 
x acute conditions such as ear, nose and throat infections, bleeding ulcer, pelvic inflammatory 
disease (excluding dehydration and gastroenteritis) 
x vaccine-preventable conditions such as influenza, tetanus, measles, mumps, rubella and bacterial 
pneumonia. 
While the indicator focuses on hospitals, it is intended as a measure of the effectiveness of primary 
and preventive health care. 
Preventable  hospitalisations  down  for  chronic  conditions,  but  up  for  others  
In the five years to 2011±12, the overall rate of potentially preventable hospitalisations fell by 3.4% 
from 2485.9 to 2401.5 hospitalisations per 100 000 people.  
However, Figure 3.11 shows that this overall fall was not uniform across types of conditions. Rates of 
potentially preventable hospitalisations fell for chronic conditions but rates for acute and vaccine-
preventable conditions rose. 
x Potentially preventable hospitalisations for chronic conditions fell from 1345.7 to 1131.4 
hospitalisations per 100 000 people. Nearly half (49.4%) of these comprised chronic obstructive 
pulmonary disease and diabetes complications. We note some of the fall may be due to coding 
changes for diabetes (see Appendix C for explanation). The fall for chronic conditions drove the 
overall decline in the rate of potentially preventable hospitalisations.  
x Potentially preventable hospitalisations for acute conditions rose from 1079.6 to 1198.2 
hospitalisations per 100 000 people. Nearly three fifths (57.7%) of these comprised dehydration 
and gastroenteritis, dental conditions and pyelonephritis (infection of the upper part of the urinary 
tract). The rate of potentially preventable hospitalisations for acute conditions overtook the rate for 
chronic conditions in 2010±11, and that gap further widened in 2011±12. 
x Potentially preventable hospitalisations for vaccine-preventable conditions rose from 70.8 to 82.2 
hospitalisations per 100 000 people. This was an increase in hospitalisations from 15 440 to  
19 117. Over three quarters (79.0%) of these comprised influenza and pneumonia. While clearly 
increasing, potentially preventable hospitalisations for vaccine-preventable conditions are 
relatively few compared to the overall number of potentially preventable hospitalisations (563 581 
in 2011±12). 
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Figure 3.11 Rates of selected potentially preventable hospitalisations, 2007±08 to 2011±12 
 
Source:  AIHW²see Appendix C. 
Women  more  likely  to  have  potentially  preventable  hospitalisations  
In 2011±12, the overall rate of potentially preventable hospitalisations was higher for women than 
men. Women had 1250.4 hospitalisations per 100 000 women compared to 1149.9 for men.  
The higher rate for women is interesting given that women tend to use non-hospital health services at 
a higher rate than men. In 2012±13, 86.6% of women saw a GP compared to 75.4% of men, and of 
those, 49.3% of women saw a GP four or more times compared to 40.2% of men (ABS 2013).  
Figure 3.12 shows that the gap between female and male rates was highest for acute conditions (a 
difference of 84.2 hospitalisations per 100 000 people) followed by chronic conditions (19.9 
hospitalisations per 100 000 people).  
Figure 3.12 Rates of selected potentially preventable hospitalisations by sex, 2011±12 
 
Source:  AIHW²see Appendix C.
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Chapter 4  
 
+RVSLWDO 
DQGUHODWHGFDUH 
This chapter covers performance in hospitals, including wait times for emergency 
departments and elective surgery, and quality of care measures. 
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How this chapter links to the National Healthcare Agreement 
Section in this chapter   Performance indicators Outcomes 
Emergency department 
waiting times 
Waiting times for emergency 
department care 
Australians receive appropriate high 
quality and affordable hospital and 
hospital related care 
Elective surgery waiting 
times 
Waiting times for elective surgery 
Australians receive appropriate high 
quality and affordable hospital and 
hospital related care 
Elective surgery by 
procedures 
Waiting times for elective surgery 
Australians receive appropriate high 
quality and affordable hospital and 
hospital related care 
Elective surgery and 
equality 
Waiting times for elective surgery 
Australians receive appropriate high 
quality and affordable hospital and 
hospital related care 
Quality of hospital care 
Healthcare associated infections Australians receive appropriate high 
quality and affordable hospital and 
hospital related care Unplanned hospital readmissions 
rates 
A number of these performance indicators also link to the National Healthcare Agreement outcome 
µ$XVWUDOLDQVKDYHDKHDOWKV\VWHPWKDWSURPRWHVVRFLDOLQFOXVLRQDQGUHGXFHVGLVDGYDQWDJH
HVSHFLDOO\IRU,QGLJHQRXV$XVWUDOLDQV¶ 
Like  to  know  more  about  the  indicators?  
Appendix A outlines the structure of the National Healthcare Agreement and details the indicators 
that are not included in this report in detail, either due to data quality and availability issues, or 
because there was little change in performance year on year. Private hospitals are not included in the 
data for this chapter.  
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Key findings 
Emergency department waiting times continue to improve. The proportion of patients seen within 
national benchmarks improved from 67% in 2007±08 to 72% in 2012±13. NSW had the highest 
proportion seen on time (76%). 
Waiting times for elective surgery have lengthened nationally. In 2011±12, half of people 
received their procedure within 36 days, up from 34 days in 2007±08. This increase is heavily 
weighted by an increase in NSW, where about one third of all elective surgeries are performed. Other 
States and Territories have performed better. 
Equality of access to elective surgery remains a problem²people from disadvantaged areas wait 
longer on average, including waiting 42 days longer at the median for the most common procedure, 
cataract extraction. 
The quality of hospital care for knee replacements has improved. From 2007±08 to 2011±12, the 
rate of unplanned hospital readmissions for knee replacements dropped nationally (by 29.3%) and 
across all States and Territories where data were available.  
Summary of key findings in this chapter 
72% of patients were seen 
within emergency department 
benchmark times in 2012±13 
The median elective surgery 
waiting time was 36 days in 
2011±12, with the largest 
increase in NSW 
Unplanned hospital 
readmissions for knee 
replacements have improved 
across the nation 
 
 
 
Up by 5 percentage 
points 
An increase of 2 days 
since 2007±08 
Down 29.3% nationally 
since 2007±08 
  
Australia
NSW
2  days
since  2007-­‐08
11  days
since  2007-­‐08
2007-­‐08 2011-­‐12
Knee  
replacements  29.3%
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Emergency department    
waiting times 
A  higher  proportion  of  people  attending  emergency  departments  
are  treated  within  national  benchmarks,  driven  by  improving  
performance  in  principal  and  specialist  hospitals.    Most  States  and  
Territories  improved  performance  in  triage  categories  2  and  3.  
More  people  presenting  to  emergency  departments  are  treated  on  time  
Emergency department (ED) performance is based on the percentage of people who are seen within 
benchmark times for 5 triage categories²triage category 1 is for those with life threatening conditions 
WREHVHHQµZLWKLQVHFRQGV¶DQGWULDJHFDWHJRU\LVIRUWKRVHZLWKWKHOHDVWXUJHnt conditions to be 
VHHQµZLWKLQPLQXWHV¶From 2007±08 to 2012±13, presentations to EDs in peer group A and B 
hospitals increased by more than 20% from 4 503 844 to 5 411 658²almost double the rate of 
population growth. 
Figure 4.1 shows the overall proportion of patients seen on time for each State and Territory for the 6 
years from the 2007±08 baseline to 2012±13. 
x Nationally, in 2012±13, the proportion of ED presentations treated on time was 72%²this has 
increased gradually from the baseline of 67%. 
x In 2012±13, NSW had the highest proportion of presentations seen within benchmarks (76%) and 
Northern Territory (50%) and the ACT (51%) had the lowest.  
x All States and Territories increased presentations seen on time, except for the ACT (down 7 
percentage points since the baseline to 51%). South Australia had the largest increase (up 12 
points to 70%), then Tasmania (up 11 points to 71%) and Queensland (up 10 points to 73%). 
Figure 4.1 Proportion of emergency department patients treated within national 
benchmarks, all (total) triage categories, 2007±08 to 2012±13 
 
Notes:  Data include hospital peer groups A and B 
Source:  AIHW²see Appendix C 
One hundred per cent of category 1 presentations are seen on time. Performance in triage categories 
4 and 5 is likely to be affected by availability of primary care (which is largely Commonwealth 
Government responsibility) as well as other factors. Accordingly, our following analysis of State and 
Territory performance focuses on triage categories 2 and 3. 
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On  time  performance  has  improved  in  triage  categories  2  and  3  
Figure 4.2 shows the change in performance for each State and Territory from the 2007±08 baseline 
to 2012±13 for triage categories 2 and 3. The 2012±13 rate is shown underneath Figure 4.2. 
x All States and Territories improved performance, except for Western Australia (down 3 points in 
category 3) and the ACT (down 7 points in category 2 and 9 points in category 3). 
x In category 2, Queensland achieved the largest improvement (up 15 points), followed by Western 
Australia (up 13 points). 
x In category 3, Queensland and Tasmania improved performance by 11 points, closely followed by 
South Australia (10 points).  
Figure 4.2 Proportion of presentations seen within benchmark times for triage categories 2 
and 3 (change from 2007±08 to 2012±13, and proportions for 2012±13)  
 
 
Proportion of emergency department patients treated within benchmarks, 2012±13 
(%)      83 84 84 80 74 83 74 64 82 72 71 67 50 61 65 43 48   66 
Notes:  Data include hospital peer groups A and B 
Source: AIHW²see Appendix C 
More  patients  in  principal  and  specialist  hospitals  seen  within  benchmark  times  
In 2012±13, almost 4 in 5 (78.6%) of all presentations included in our data were to the largest 
hospitals (hospital peer group A²see Appendix B), hence performance in these hospitals drives 
overall rates.  
Figure 4.3 shows that the proportion of ED patients seen within national benchmarks for peer group A 
hospitals has improved each year from 65% in 2007±08 to 71% in 2012±13. The proportion seen on 
time in peer group B has remained stable since the baseline at around 73%. 
Figure 4.3 Proportion of emergency department treated within national benchmarks, by 
hospital peer group, all triage categories, 2007±08 to 2012±13 
 
Source: AIHW²see Appendix C 
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Elective surgery waiting times 
Elective  surgery  waiting  times  have  fallen  in  some  States  and  
Territories.  However,  waiting  times  increased  nationally,  driven  
largely  by  increases  in  NSW.  
We report elective surgery waiting times in public hospitals at the 50th and 90th percentiles of the 
waiting list, including for 15 selected procedures.  
x The 50th percentile (median) is the number of days within which 50% of patients were admitted.  
x The 90th percentile shows the number of days within which 90% of patients were admitted. 
Median  wait  times  for  elective  surgery  in  public  hospitals  have  increased  nationally  
In 2012±13, half of all patients on public hospital waiting lists for elective surgery waited up to 36 
days. This is an increase from 34 days in 2007±08 but is the same as the result in 2011±12. 
Figure 4.4 Waiting times for elective surgery at 50th percentile, 2007±08 to 2012±13 
 
Source: AIHW²see Appendix C 
Between 2007±08 and 2012±13, the median waiting time: 
x increased by 11 days in NSW (to 50 days), by 5 days in Tasmania (to 41 days) and by 3 days in 
Victoria (to 36 days) 
x fell by 21 days in the ACT (to 51 days), 8 days in South Australia (to 34 days) and 3 days in the 
Northern Territory (to 40 days) 
x did not change in Queensland (27 days) and Western Australia (30 days). 
While the ACT continues to have the longest median waiting time at 51 days, this has fallen rapidly 
since 2007±08. 
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Elective  surgery  waiting  times  at  the  90th  percentile  have  increased  nationally  but  
have  decreased  in  the  Northern  Territory,  ACT,  Western  Australia  and  South  Australia  
In 2012±13, 90% of patients were admitted for elective surgery within 265 days. This is an increase of 
30 days since 2007±08. Tasmania had the longest waiting time at 406 days and Western Australia 
had the shortest waiting time at 159 days. 
Figure 4.5 Waiting times for elective surgery at 90th percentile, 2007±08 to 2012±13 
 
Source: AIHW²see Appendix C 
Between 2007±08 and 2012±13, waiting times at the 90th percentile fell by:  
x 141 days in the Northern Territory (to 196 days) 
x 95 days in the ACT (to 277 days) 
x 47 days in Western Australia (to 159 days) 
x 26 days in South Australia (to 182 days).  
Over this same period, waiting times at the 90th percentile increased by: 
x 57 days in NSW (to 335 days) 
x 37 days in Tasmania (to 406 days) 
x 26 days in Queensland (to 163 days) 
x 2 days in Victoria (to 223 days). 
 
Reporting  on  elective  surgery  waiting  times  
The Steering Committee advises that there is variation in the assignment of clinical urgency 
categories between States and Territories for individual surgical specialties and indicator procedures. 
Interpretation of elective surgery waiting times should take these differences into consideration. For 
example, a State could have relatively long median waiting times due to a relatively high proportion of 
patients assessed by clinicians in the State as being in Category 3 (least urgent).  
Conversely, a State in which a relatively high proportion of patients are assessed by clinicians as 
being in Category 1 or 2 (treatment clinically recommended within 30 days and 90 days, respectively) 
could have relatively short median waiting times. 
We report on the proportion of patients who were admitted for surgery within the clinically 
recommended timeframes in each State and Territory in our report on the National Partnership 
Agreement on Improving Public Hospital Services. This is available on our website at 
www.coagreformcouncil.gov.au.  
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Elective surgery by procedure 
Waiting  times  for  most  procedures  have  increased  at  the  50th  
percentile  and  decreased  at  the  90th.  Australians  waited  longer  for  
some  key  procedures  than  patients  in  the  United  Kingdom,  Canada  
and  New  Zealand.  
Median  waiting  times  have  risen  for  14  of  15  selected  procedures  
Figure 4.6 shows colour-coded percentage changes in national median wait times for 15 selected 
procedures from 2007±08 to 2012±13. The number of admissions for each procedure is shown by the 
size of the segment. 
x Waiting times increased nationally for all selected procedures except for cystoscopy, which 
decreased by 3 days or 12%.  
x The largest percentage increase was for septoplasty (increasing by 56 days or 40%). 
Figure 4.6 Selected elective surgery procedures, by number of admissions (2012±13), and 
percentage change in median wait times (from 2007±08 to 2012±13) 
 
Source: AIHW²see Appendix C 
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National  waiting  times  at  the  90th  percentile  decreased  for  most  selected  procedures  
Between 2007±08 and 2012±13, waiting times at the 90th percentile fell for 9 of the 15 selected 
procedures. While septoplasty did not change, waiting times at the 90th percentile: 
x decreased by the greatest percentage for cystoscopy (by 49 days or 31%) 
x increased by the greatest percentage for inguinal herniorrhaphy (by 59 days or 26%). 
 
Figure 4.7 Selected elective surgery procedures, by number of admissions (2012±13), and 
percentage change in wait times at the 90th percentile (from 2007±08 to 2012±13) 
 
Source: AIHW²see Appendix C. 
  
Australians  waited  longer  for  some  procedures  than  people  in  other  countries  
Table 4.1 shows that Australians waited longer for cataract surgery, hip replacements and knee 
replacements in 2012 than patients in the United Kingdom, Canada and New Zealand. 
Table 4.1 Median waiting time for selected elective surgeries, 2012 
Procedure Australia Canada United Kingdom New Zealand 
Cataract surgery  91 46 59 88 
Hip replacement 116 87 82 99 
Knee replacement 184 106 87 111 
Note:  United Kingdom data are for 2011 
Source:  OECD 2013  
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Elective surgery and equality   
Patients  living  in  disadvantaged  areas  have  longer  waiting  times  for  
elective  surgery.  Patients  living  outside  major  cities  do  not  
generally  wait  longer,  though  Indigenous  Australians  do.  
People  living  in  the  most  disadvantaged  areas  wait  longer  for  elective  surgery  
Figure 4.8 shows the waiting times in 2011±12 at the 50th and 90th percentiles based on the socio-
economic status of the area in which patients live. People living in the most disadvantaged areas had 
a median waiting time 9 days longer than those living in the least disadvantaged areas. 
The gap was 101 days at the 90th percentile. 
Figure 4.8 Waiting time for elective surgery, by socio-economic status, 2011±12 
Source: AIHW²see Appendix C. 
Figure 4.9 shows large gaps in the waiting times for some procedures between those living in the 
most and least disadvantaged areas. Patients living in the most disadvantaged areas waited 42 days 
longer at the 50th percentile for cataract extraction and 15 days longer for cholecystectomy. The gap 
was smaller for coronary artery bypass graft (3 days) and there was no gap for cystoscopy. 
Figure 4.9 Gap in waiting time for selected elective surgeries for patients living in the most 
and least disadvantaged areas, by 50th and 90th percentiles, 2011±12 
Source: AIHW²see Appendix C. 
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Median  waiting  times  increased  in  NSW  and  Victoria  for  patients  from  all  remoteness  
areas.  They  fell  for  patients  admitted  in  South  Australia.  
Figure 4.10 shows that from 2007±08 to 2011±12, median waiting times: 
x increased nationally by 2 days for patients living in major cities (to 36 days in 2011-12), by 3 days 
for patients living in inner regional areas (to 38 days in 2011-12) and by 1 day for patients living in 
outer regional areas (to 36 days in 2011-12) 
x decreased nationally by 4 days for patients from remote areas (to 29 days in 2011-12) and by 7 
days for very remote patients (to 35 days in 2011-12) 
x increased in all remoteness categories in NSW and Victoria 
x decreased in all remoteness categories in South Australia. 
Figure 4.10 Change in median waiting time, by remoteness, 2007±08 to 2011±12 
Note:  Data are not provided for Tasmania, ACT and Northern Territory because these jurisdictions do not include all 
remoteness areas. 
Source: AIHW²see Appendix C. 
Indigenous  Australians  had  longer  median  waiting  times  for  elective  surgery  
nationally  and  in  all  States  and  Territories  except  for  South  Australia  and  the  ACT  
In 2012±13, the median waiting time for Indigenous patients was 40 days. This was four days longer 
than other patients. Indigenous patients waited 17 days longer than other patients in the Northern 
Territory. They waited longer in all States and Territories except for the ACT (13 days fewer) and 
South Australia (6 days fewer). 
Figure 4.11 Waiting time at the 50th percentile, by Indigenous status, 2012±13 
Note: These results may be affected by Indigenous status being under-reported. 
Source: AIHW²see Appendix C. 
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Quality of hospital care 
Infections  acquired  in  hospital  have  declined.  Unplanned  hospital  
readmissions  have  also  declined  for  some  surgical  procedures,  
including  for  knee  replacements  which  have  improved  across  all  
States  and  Territories.  
The rate of infections acquired from hospital treatment and the rate at which people are unexpectedly 
readmitted to hospital within 28 days of surgery are key indicators of quality in hospital care. 
Rates  of  infection  from  hospital  care  have  generally  fallen  since  2010±11  
In this section, we examine Staphylococcus aureus (including MRSA) bacteraemia (SAB) infections 
acquired during interaction with public hospitals. Evidence suggests up to one in five people who 
contract SAB die within 30 days of infection (Turnidge 2009). 
We focus on change within States and Territories as data are not necessarily comparable between 
jurisdictions.  
Figure 4.12 shows that, from 2010±11 to 2012±13: 
x the rate of SAB infections per 10 000 patient days fell nationally from 1.1 to 0.9 which represents 
a fall from 1875 to 1724 infections 
x the rate of SAB infections per 10 000 patient days fell in each State and Territory, except Victoria 
(where it remained stable at 0.9) and the ACT (where it rose from 0.9 to 1.3) 
x the Northern Territory more than halved its rate of SAB infections from 1.5 to 0.7 cases per 10 000 
patient days and reduced its annual number of SAB infections from 43 to 22 cases. 
All States and Territories have comfortably met the SAB infection rate benchmark set by COAG of no 
more than 2.0 per 10 000 patient days. In light of this, in November 2013, COAG agreed with our 
recommendation to revise the benchmark and advised it would request the Australian Commission on 
Safety and Quality in Healthcare to begin work on this process (COAG 2013). 
Figure 4.12 Staphylococcus aureus (including MRSA) bacteraemia (SAB) infection rates, by 
State and Territory, 2010±11 to 2012±13 
 
Note:  Western Australia data for 2012±13 and Queensland data for 2011±12 are not comparable with those from the 
previous year. Western Australia data for 2010±11 and 2011±12 and Queensland data for 2010±11 are not comparable 
with data from other jurisdictions. 
Source:  AIHW²see Appendix C.   
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Unplanned  hospital  readmissions  improved  for  only  three  of  seven  procedures,  with  
knee  replacement  readmissions  improving  across  all  States  and  Territories  
Figure 4.13 shows that, from 2007±08 to 2011±12, the national rate of unplanned hospital 
readmissions fell for knee and hip replacements, and prostatectomies. Appendicectomies, 
tonsillectomies and adenoidectomies, and hysterectomies had increases in readmissions for the same 
period. The national rate for cataract surgeries remained unchanged.  
Figure 4.13 Change in national rate of unplanned hospital readmissions for selected 
surgical procedures, 2007±08 to 2011±12 
Rate of readmissions 
2011±12 
(per 1000 separations) 
Procedure Rate of change in readmissions 
 
Notes:  Figure shows percentage point difference between unplanned readmission rates in 2007±08 and 2011±12. 
Rates do not include data for Western Australia between 2007±08 and 2011±12, or Tasmania for 2007±08. 
Source:  AIHW²see Appendix C. 
Table 4.2 shows that, from 2007±08 to 2011±12, no State or Territory reduced unplanned hospital 
readmission rates for all selected surgical procedures. Queensland was the strongest performer, 
reducing readmissions for five out of the seven selected procedures. NSW, Victoria, Western 
Australia and South Australia reduced readmission rates for three of the selected procedures.  
Table 4.2 also shows that, from 2007±08 to 2011±12, readmission rates for knee replacements 
improved across all States and Territories where data were available.  
Table 4.2 Change in rates of unplanned hospital readmissions for selected surgical 
procedures, by State and Territory, 2007±08 to 2011±12  
Surgical Procedure NSW Vic Qld WA SA Tas ACT NT Aust 
Knee Replacement -37.7% -11.3% -25.9% -26.1% -11.5% np np np -29.3% 
Hip Replacement 19.6% -26.0% -32.9% 45.9% 56.8% np np np -2.0% 
Tonsillectomy and Adenoidectomy 4.5% -13.3% 3.1% -13.6% 62.6% np -29.8% np 4.8% 
Hysterectomy 0.4% 0.1% -4.2% 1.0% 19.7% np np np 2.6% 
Prostatectomy -25.8% 4.7% -1.4% 66.9% -21.9% np np np -10.0% 
Cataract Surgery -10.0% 13.6% 20.5% -30.4% -12.2% np np np 0.0% 
Appendicectomy 19.2% 5.7% -14.1% 14.7% 40.7% np 93.5% np 13.3% 
Decrease in readmissions                          Increase in readmissions 
Notes:  Table shows percentage difference between unplanned readmission rates in 2007±08 and 2011±12. The 
national rate does not include data for Western Australia between 2007±08 and 2011±12, or Tasmania for 2007±08. We 
KDYHZULWWHQµQS¶ZKHUHGDWDDUHQRWDYDLODEOHLQFOXGLQJEHFDXVHWKHUHZHUHYHU\IHZRUQRUHDGPLVVLRQV  
Source:  AIHW²see Appendix C.
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Chapter 5  
 
$JHGFDUH 
This chapter covers service rates for residential and community aged care, as well as the 
time taken between someone being approved for a service and when they start that service. 
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How this chapter links to the National Healthcare Agreement 
Section in this chapter   Performance indicators Outcomes 
Rates and quality of aged 
care 
x Residential and community aged 
care places per 1000 population 
aged 70+ years and Indigenous 
people aged 50±69 years 
x Older Australians receive 
appropriate high quality and 
affordable health and aged care 
services  x Proportion of residential aged 
care services that are three year 
re-accredited 
Time to receive high 
residential aged care 
x Elapsed time for aged care 
services x Older Australians receive 
appropriate high quality and 
affordable health and aged care 
services 
x Number of hospital patient days 
used by those waiting and 
eligible for residential aged care 
Time to receive community 
aged care services 
x Elapsed time for aged care 
services 
x Older Australians receive 
appropriate high quality and 
affordable health and aged care 
services 
A number of these performance indicators also link to the National Healthcare Agreement outcome 
µ$XVWUDOLDQVKDYHDKHDOWKV\VWHPthat promotes social inclusion and reduces disadvantage, 
HVSHFLDOO\IRU,QGLJHQRXV$XVWUDOLDQV¶ 
Like  to  know  more  about  the  indicators?  
Appendix A outlines the structure of the National Healthcare Agreement and details the indicators 
that are not included in this report in detail, either due to data quality and availability issues, or 
because there was little change in performance year on year.   
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Key findings 
The growth in the rate of aged care places has stalled in recent years. After increasing in 2009, 
2010, and 2011, rates of aged care places were about 110 places per 1000 people in both 2012 and 
2013. 
A higher proportion of people took nine months or more to enter high residential aged care. 
The proportion of people who took nine months or more to enter high residential care after being 
approved increased from 3.3% in 2008±09 to 14.1% in 2012±13. 
The proportion of people who entered high residential aged care within shorter times has fallen. For 
example, the proportion entering high residential care within seven days declined from 26.3% in 
2008±09 to 22.0% in 2012±13. 
A higher proportion of people took nine months or more to receive community aged care. The 
proportions who took nine months or more to receive Community Aged Care Package (CACP), 
Extended Aged Care at Home (EACH) and Extended Aged Care at Home Dementia (EACHD) after 
being approved have increased. 
For example, the proportion of people who took nine months or more to start EACH increased from 
7.7% in 2008±09 to 20.2% in 2012±13. 
 
Summary of key findings in this chapter 
There were 110.0 aged care 
places per 1000 people in 
2013 
 
 
 
Growth since 2009 but 
stalled in 2012 and 2013 
Proportion who took 
longer than 9 months for 
high residential care was 
14.1% in 2012±13 
 
 
Up by 10.8 percentage 
points 
Proportion who took 
longer than 9 months for 
EACH (a community aged 
care package) was 20.2% 
in 2012±13 
 
Up by 12.5 percentage 
points 
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Rates and quality of aged care 
In  2013,  there  were  110  aged  care  places  per  1000  older  people²  
the  same  as  in  2012.  Rates  of  aged  care  places  decrease  as  
remoteness  increases,  and  the  service  mix  changes.  The  vast  
majority  of  residential  care  facilities  meet  all  accreditation  
standards.  
The Commonwealth Government funds and regulates residential and community aged care services 
(COAG 2011, p.53). The Commonwealth Government has set a target of 125 places per 1000 people 
aged 70 years and over by 2020±21 (DSS 2013). 
In June 2013, the Commonwealth Government implemented the Living Longer Living Better reform 
package. This reform is aimed at providing more aged care services at home and better access to 
residential aged care (AIHW 2012a). The council will closely monitor the impacts of this and other 
anticipated aged care reforms. 
Growth  in  the  overall  rate  of  aged  care  places  has  stalled  in  2012  and  2013  
Nationally, in 2013, there were 81.9 residential places per 1000 older people (aged 70 and over plus 
Indigenous people aged 50±69 years) and 28.1 community care places per 1000 older people. 
Figure 5.1 shows that from 2009 to 2011, the national total rate of aged care services increased from 
108.1 to 111.0 places per 1000 people (aged 70 years and over plus Indigenous people aged 50±69 
years). However, from 2012 to 2013: 
x nationally, the total rate of aged care services stalled²at 110.2 to 110.0 places per 1000 older 
people 
x the rate of residential and community care places declined or remained relatively stable in all 
States and Territories. 
:HGLVFXVVLQFUHDVLQJWLPHVWDNHQIRUDJHGFDUHVHUYLFHVLQWKHIROORZLQJVHFWLRQVWLWOHGµ7LPHWR
UHFHLYHKLJKUHVLGHQWLDOFDUHVHUYLFHV¶DQGµ7LPHWRUHFHLYHFRPPXQLW\DJHGFDUHVHUYLFHV¶ 
Figure 5.1 Aged care places per 1000 older people, by State and Territory, 2009±2013 
 
Source:  DoHA²see Appendix C. 
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Aged  care  services  decline  as  remoteness  increases  
Figure 5.2 shows that the rate of total aged care services declines as remoteness increases: 
x for residential care, the rates decline as remoteness increases 
x for community care, the rates decline in regional areas but increase in remote and very remote 
areas. 
Figure 5.2 Aged care places per 1000 older people, by remoteness, 2013 
 
Source: DoHA²see Appendix C. 
Smaller  aged  care  facilities  have  a  higher  rate  of  re-­accreditation  than  larger  facilities  
Currently, only residential care is subject to accreditation. 
Nationally, 93.2% of residential care facilities seeking re-accreditation in 2012±13 obtained a three 
year re-accreditation. This means that over nine in 10 facilities seeking re-accreditation met all 44 
Accreditation Standards. 
Figure 5.3 shows that smaller residential facilities had a higher rate of re-accreditation than larger 
facilities. In 2012±13, 94.6% of smaller facilities were re-accredited, whereas the rate among larger 
facilities was 87.1%.  
Figure 5.3 Proportion of residential aged care services that are three year re-accredited, by 
size of facility, 2011±12 and 2012±13 
Source: DoHA and DSS²see Appendix C. 
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Time to receive high residential 
care services 
A  higher  proportion  of  people  took  nine  months  or  more  to  enter  
high  residential  care.  But  those  in  the  most  disadvantaged  areas  
are  more  likely  to  enter  care  quickly.  Fewer  hospital  days  are  spent  
waiting  for  residential  care.  
The data in this section show the time taken between an Aged Care Assessment Team approval and 
entry into a residential aged care service. We focus on high residential aged care because this is 
PRUHOLNHO\WRUHIOHFWDFWXDOµZDLWWLPHV¶.  
A  higher  proportion  of  people  took  nine  months  or  more  to  enter  high  residential  care  
Figure 5.4 shows that the proportion of people who took nine months or more to enter into high 
residential care after being approved, increased from 3.3% in 2008±09 to 12.6% in 2009±10. This 
remained relatively stable from 2010±11 to 2011±12, but increased to 14.1% in 2012±13. 
Figure 5.4 Proportion of people approved for high residential care who took nine months 
or more to enter that service, 2008±09 to 2012±13 
 
Source: DSS²see Appendix C. 
A  lower  proportion  enter  a  high  care  residential  place  in  shorter  time  periods    
Figure 5.5 shows that, from 2008±09 to 2012±13, the proportion entering high residential care: 
x within seven days of being approved, declined from 26.3% to 22.0% 
x within three months of being approved, declined from 81.2% to 72.0%. 
Figure 5.5 Proportion of people who enter high residential care within selected time 
periods, 2008±09 to 2012±13 
  
Source: DSS²see Appendix C. 
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People  in  more  disadvantaged  areas  more  likely  to  enter  high  residential  care  quickly  
Figure 5.6 shows that people in more socioeconomically disadvantaged areas tend to enter high 
residential aged care sooner than those from the least disadvantaged areas. 
For example, in 2012±13: 
x 26.3% of those in the most disadvantaged areas entered into high residential care within seven 
days, compared to 17.6% of those in the least disadvantaged areas 
x 75.3% of those in the most disadvantaged areas entered into high residential care in less than 
three months, compared to 70.8% of those in the least disadvantaged areas. 
Figure 5.6 Time taken before entering high residential care, by socio-economic status, 
2012±13 
 Source: DSS²see Appendix C. 
Fewer  hospital  days  used  while  waiting  for  residential  care  
Figure 5.7 shows that from 2007±08 to 2011±12, the rate of hospital days spent waiting for residential 
aged care: 
x nationally, declined from 14.6 days per 1000 hospital days to 11.2 
x declined in all States and Territories except for South Australia, where rates increased from 30.4 
days per 1000 hospital days to 31.9. 
Victoria, Tasmania and NT had the largest decrease in their rates between 2007±08 and 2011±12²
down by 59.0%, 58.3% and 52.9% respectively. 
Figure 5.7 Rate of hospital days waiting for residential care, 2007±08 to 2011±12 
 
Source: AIHW and ABS²see Appendix C. 
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Time to receive community 
aged care services 
A  higher  proportion  of  people  took  nine  months  or  more  to  start  
community  care.  Those  living  outside  major  cities  are  more  likely  to  
start  community  care  within  a  week.  
Community care services are offered to those who are able to live at home with assistance. These 
services include Community Aged Care Package (CACP), Extended Aged Care at Home (EACH) and 
EACH Dementia (EACHD). CACP provides low-level care, while EACH and EACHD are high care 
packages.  
The data in this section show the time taken between Aged Care Assessment Team approval and the 
start of a community aged care package. 
A  higher  proportion  of  people  took  nine  months  or  more  to  start  community  care  
Figure 5.8 shows that, from 2008±09 to 2012±13, the proportion of people who took nine months or 
more to start a community care service after being approved increased for each service type. 
x CACP increased from 4.6% to 7.9% 
x EACH increased from 7.7% to 20.2% 
x EACHD increased from 2.2% to 13.1%. 
Figure 5.8 Proportion of people who took nine months or more to start CACP, EACH and 
EACHD, 2008±09 to 2012±13  
 
2008±09 
 
 
2009±10 
2010±11 
2011±12 
2012±13 
Source: DSS²see Appendix C. 
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Lower  proportion  enters  community  aged  care  in  shorter  periods  
Figure 5.9 shows that, from 2008±09 to 2012±13, there were declines in the proportions of people 
starting CACP, EACH and EACHD within seven days or less, and within three months.  
Figure 5.9 Proportion of people who start CACP, EACH and EACHD, 2008±09 to 2012±13 
and percentage point change 
 
 
 
7 days or less 
 
 
Less than 3 
months 
 CACP EACH EACHD 
2008±09  2012±13 % point 
change 
2008±09          2012±13 % point 
change 
2008±09 2012±13 % point 
change 
7 days or less (%) 11.2  9.9 Ļ 12.2 8.5 Ļ 3.7 15.1 10.3 Ļ4.8 
Less than 3 months  71.1 65.4 Ļ 5.7 61.6 56.7 Ļ4.9 77.6 65.0 Ļ12.6 
Source:  DSS²see Appendix C. 
People  outside  cities  more  likely  to  enter  community  care  within  a  week  
Figure 5.10 shows²where data are available²that a higher proportion of people commence CACP, 
EACH or EACHD within seven days as remoteness increases. 
For example, in 2012±13, people living in very remote areas were around three times more likely to 
start CACP within seven days of being approved than those in major cities (27.7% compared to 
9.0%). 
Figure 5.10 Proportion of people approved for a community aged care service who start 
CACP, EACH or EACHD within selected time periods, by remoteness, 2012±13 
7 days or less 
Less than 3 
months 
Less than 9 
months 
 
Note:  ± GHQRWHVµQRWSXEOLVKHG¶ 
Source: DSS²see Appendix C.
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Chapter 6  
 
6QDSVKRWV 
RISHUIRUPDQFH 
This chapter provides one page snapshots of performance against key indicators for each 
government in Australia 
 
 
 
 
 
 
 
 
 
 
  
National  result              
Improvement
Worsening
No  change
Increase
Decrease
Key:
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14.4% of  adults  were  daily  smokers  in  2011-­12  
Down 4.6 percentage 
points since 2007-08
26.2% of  adults  were  obese  in  2011-­12
Up 2.8 percentage 
points since 2007-08
146.4
Down by 
11.5 since 
2007
50 days for
Half  of  all  patients  
waited  for  at  least
elective  surgery  
in  2012-­13
Up by 11 
days since 
2007-08
76% of  emergency  patients  were  treated  within  national  benchmark  times  in  2012-­13 Up 3percentage 
points since 
2007-08
community  aged  care  
places per  1000  older  persons
Up by 
2.9 since 
2008-09
of  patients  discharged  from  
psychiatric  inpatient  services  
received  a  community
52.4% Up 12.3 
percentage 
points since 
2007-08
26.0
1 place per 38 older persons
S   M    T   W    T    F   S  S   M    T   W    T    F   S  
4.2% of  adults  had  type  2  diabetes  in  2011-­12
mental  health  follow-­up  
within  7  days  in  2011-­12
158.1
in  2007 146.6  in  2011
146.6
16.3%
72%
36
potentially avoidable deaths 
per 100 000 people in 2011
54.6%
27.2%
4.3%
28.1
residential  aged  care  
places  per  1000  older  persons83.9
Down by 
1.4 since 
2008-09
81.9
1 place per 12 older persons
New South Wales
Snapshot  of  Performance
Determined using a fasting 
plasma glucose test.
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146.4
Down by 
9.2 since 
2007
36 days for
Half  of  all  patients  
waited  for  at  least
elective  surgery  
in  2012-­13
Up by 3
days since 
2007-08
72% of  emergency  patients  were  treated  within  national  benchmark  times  in  2012-­13 Up 2 percentage 
points since 
2007-08
community  aged  care  
places per  1000  older  persons
Up by 
3.3 since 
2008-09
26.7
1 place per 37 older persons
S   M    T   W    T    F   S  S   M    T   W    T    F   S  
146.1
in  2007 136.9  in  2011
136.9
72%
36
potentially avoidable deaths 
per 100 000 people in 2011
54.6%
28.1
residential  aged  care  
places  per  1000  older  persons84.4
Down by 
3.0 since 
2008-09
81.9
1 place per 12 older persons
Victoria
Snapshot  of  Performance
16.5% of  adults  were  daily  smokers  in  2011-­12  
Down 0.8 percentage 
points since 2007-08
25.6% of  adults  were  obese  in  2011-­12
Up 1.1 percentage 
points since 2007-08
3.6% of  adults  had  type  2  diabetes  in  2011-­12
16.3%
27.2%
4.3%
Victorian data is unavailable for 2011-12 due to protected 
industrial action during this period.
Community follow-up within 7 days of 
discharge from a psychiatric admission
Determined using a fasting 
plasma glucose test.
 
 
84  /  Healthcare in Australia 2012±13: Five years of performance 
Queensland
Snapshot  of  Performance
17.9% of  adults  were  daily  smokers  in  2011-­12  
30.0% of  adults  were  obese  in  2011-­12
146.4
Down by 
11.9 since 
2007
27 days for
Half  of  all  patients  
waited  for  at  least
elective  surgery  
in  2012-­13
No change 
since 
2007-08
73% of  emergency  patients  were  treated  within  national  benchmark  times  in  2012-­13 Up 10 percentage 
points since 
2007-08
community  aged  care  
places per  1000  older  persons
Up by 
6.4 since 
2008-09
of  patients  discharged  from  
psychiatric  inpatient  services  
received  a  community
64.4% Up 12.2 
percentage 
points since 
2007-08
28.2
1 place per 35 older persons
S   M    T   W    T    F   S  S   M    T   W    T    F   S  
4.6% of  adults  had  type  2  diabetes  in  2011-­12
mental  health  follow-­up  
within  7  days  in  2011-­12
167.3
in  2007 155.4  in  2011
155.4
16.3%
72%
36
potentially avoidable deaths 
per 100 000 people in 2011
54.6%
27.2%
4.3%
28.1
residential  aged  care  
places  per  1000  older  persons77.7
Down by 
3.7 since 
2008-09
81.9
1 place per 13 older persons
Up 5.0 percentage 
points since 2007-08
Down 3.7 percentage 
points since 2007-08
Determined using a fasting 
plasma glucose test.
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17.6% of  adults  were  daily  smokers  in  2011-­12  
28.2% of  adults  were  obese  in  2011-­12
146.4
Down by 
22.1 since 
2007
30 days for
Half  of  all  patients  
waited  for  at  least
elective  surgery  
in  2012-­13
64% of  emergency  patients  were  treated  within  national  benchmark  times  in  2012-­13 Up 5percentage 
points since 
2007-08
community  aged  care  
places per  1000  older  persons
Up by 
10.8 since 
2008-09
of  patients  discharged  from  
psychiatric  inpatient  services  
received  a  community
50.7% Up 3.4 
percentage 
points since 
2007-08
36.8
1 place per 27 older persons
S   M    T   W    T    F   S  S   M    T   W    T    F   S  
4.6% of  adults  had  type  2  diabetes  in  2011-­12
mental  health  follow-­up  
within  7  days  in  2011-­12
162.3
in  2007 140.2  in  2011
140.2
16.3%
72%
36
potentially avoidable deaths 
per 100 000 people in 2011
54.6%
27.2%
4.3%
28.1
residential  aged  care  
places  per  1000  older  persons73.6
Down by 
4.5 since 
2008-09
81.9
1 place per 14 older persons
Western Australia
Snapshot  of  Performance
Up 0.3 percentage 
points since 2007-08
Up 2.6 percentage 
points since 2007-08
No change 
since 
2007-08
Determined using a fasting 
plasma glucose test.
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16.8% of  adults  were  daily  smokers  in  2011-­12  
29.2% of  adults  were  obese  in  2011-­12
146.4
Down by 
21.2 since 
2007
34 days for
Half  of  all  patients  
waited  for  at  least
elective  surgery  
in  2012-­13
70% of  emergency  patients  were  treated  within  national  benchmark  times  in  2012-­13 Up 12 percentage 
points since 
2007-08
community  aged  care  
places per  1000  older  persons
Up by 
3.0 since 
2008-09
of  patients  discharged  from  
psychiatric  inpatient  services  
received  a  community
50.5% Up 15.8 
percentage 
points since 
2007-08
26.2
1 place per 38 older persons
S   M    T   W    T    F   S  S   M    T   W    T    F   S  
5.4% of  adults  had  type  2  diabetes  in  2011-­12
mental  health  follow-­up  
within  7  days  in  2011-­12
167.5
in  2007 146.3  in  2011
146.3
16.3%
72%
36
potentially avoidable deaths 
per 100 000 people in 2011
54.6%
27.2%
4.3%
28.1
residential  aged  care  
places  per  1000  older  persons91.1
Down by 
1.2 since 
2008-09
81.9
1 place per 11 older persons
South Australia
Snapshot  of  Performance
Down 3.4 percentage 
points since 2007-08
Up 5.5 percentage 
points since 2007-08
Down by 8 
days since 
2007-08
Determined using a fasting 
plasma glucose test.
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21.9% of  adults  were  daily  smokers  in  2011-­12  
27.2% of  adults  were  obese  in  2011-­12
146.4
Down by 
25.5 since 
2007
41 days for
Half  of  all  patients  
waited  for  at  least
elective  surgery  
in  2012-­13
71% of  emergency  patients  were  treated  within  national  benchmark  times  in  2012-­13 Up 11 percentage 
points since 
2007-08
community  aged  care  
places per  1000  older  persons
Up by 
2.2 since 
2008-09
of  patients  discharged  from  
psychiatric  inpatient  services  
received  a  community
27.4% Up 6.9 
percentage 
points since 
2007-08
26.4
1 place per 38 older persons
S   M    T   W    T    F   S  S   M    T   W    T    F   S  
4.0% of  adults  had  type  2  diabetes  in  2011-­12
mental  health  follow-­up  
within  7  days  in  2011-­12
189.6
in  2007 164.1  in  2011
164.1
16.3%
72%
36
potentially avoidable deaths 
per 100 000 people in 2011
54.6%
27.2%
4.3%
28.1
residential  aged  care  
places  per  1000  older  persons77.2
Down by 
5.9 since 
2008-09
81.9
1 place per 13 older persons
Tasmania
Snapshot  of  Performance
Up by 5 
days since 
2007-08
Down  2.4 percentage 
points since 2007-08
Up 0.7 percentage 
points since 2007-08
Note: limited data quality due to industrial action in Tasmania.
Determined using a fasting 
plasma glucose test.
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12.5% of  adults  were  daily  smokers  in  2011-­12  
25.2% of  adults  were  obese  in  2011-­12
146.4
Down by 
24.4 since 
2007
51 days for
Half  of  all  patients  
waited  for  at  least
elective  surgery  
in  2012-­13
51% of  emergency  patients  were  treated  within  national  benchmark  times  in  2012-­13 Down 7 percentage 
points since 
2007-08
community  aged  care  
places per  1000  older  persons
Up by 
14.6 since 
2008-09
of  patients  discharged  from  
psychiatric  inpatient  services  
received  a  community
77.7% Up 5.7 
percentage 
points since 
2007-08
43.3
1 place per 23 older persons
S   M    T   W    T    F   S  S   M    T   W    T    F   S  
4.6% of  adults  had  type  2  diabetes  in  2011-­12
mental  health  follow-­up  
within  7  days  in  2011-­12
136.3
in  2007 111.9in  2011
111.9
16.3%
72%
36
potentially avoidable deaths 
per 100 000 people in 2011
54.6%
27.2%
4.3%
28.1
residential  aged  care  
places  per  1000  older  persons71.9
Up by 
0.2 since 
2008-09
81.9
1 place per 14 older persons
Australian Capital Territory
Snapshot  of  Performance
Down by 21 
days since 
2007-08
Down 3.2 percentage 
points since 2007-08
Up 0.4 percentage 
points since 2007-08
Determined using a fasting 
plasma glucose test.
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22.5% of  adults  were  daily  smokers  in  2011-­12  
27.9% of  adults  were  obese  in  2011-­12
146.4
Down by 
86.4 since 
2007
40 days for
Half  of  all  patients  
waited  for  at  least
elective  surgery  
in  2012-­13
50% of  emergency  patients  were  treated  within  national  benchmark  times  in  2012-­13 Up 9percentage 
points since 
2007-08
community  aged  care  
places per  1000  older  persons
Up by 
2.0 since 
2008-09
of  patients  discharged  from  
psychiatric  inpatient  services  
received  a  community
44.1% Down 1.2 
percentage 
points since 
2007-08
63.5
1 place per 16 older persons
S   M    T   W    T    F   S  S   M    T   W    T    F   S  
7.4% of  adults  had  type  2  diabetes  in  2011-­12
mental  health  follow-­up  
within  7  days  in  2011-­12
363.8
in  2007 277.4in  2011
277.4
16.3%
72%
36
potentially avoidable deaths 
per 100 000 people in 2011
54.6%
27.2%
4.3%
28.1
residential  aged  care  
places  per  1000  older  persons42.5
Down by 
5.4 since 
2008-09
81.9
1 place per 24 older persons
Northern Territory
Snapshot  of  Performance
Data not available for 2007-08
Down by 3 
days since 
2007-08
Up 4.9 percentage 
points since 2007-08
Determined using a fasting 
plasma glucose test.
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* Results presented for the Commonwealth Government are national results in areas for which it has primary or 
shared responsibility with the States and Territories.  
16.3% of  adults  were  daily  smokers  in  2011-­12  
27.2% of  adults  were  obese  in  2011-­12
Down by 
13.9 since 
2007
5.8% of  people  reported  financial  
barriers  to  seeing  a  GP  in  2012-­13  
2401.5 potentially  preventable  hospitalisations  per  100  000  people  in  2011-­12
Down 84.4
since 
2007-08
community  aged  care  
places per  1000  older  persons
Up by 
4.6 since 
2008-09
of  people  could  see  a  GP  for  
an  urgent  appointment  
within  4  hours  in  2012-­13
64.1%
28.1
1 place per 36 older persons Determined using a fasting plasma glucose test.
4.3% of  adults  had  type  2  diabetes  in  2011-­12
160.3
in  2007 146.4in  2011
146.4 potentially avoidable deaths per 100 000 people in 2011
residential  aged  care  
places  per  1000  older  persons81.9
Down by 
2.6 since 
2008-09
1 place per 12 older persons
Commonwealth
Snapshot  of  Performance
Up 2.4 percentage 
points since 2007-08
Down 2.8 percentage 
points since 2007-08
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Chapter 7  
 
,PSURYLQJWKH
SHUIRUPDQFHUHSRUWLQJ
IUDPHZRUN 
7KLVFKDSWHURXWOLQHVWKHFRXQFLO¶VYLHZVRQKRZWKHSHUIRUPDQFHUHSRUWLQJIUDPHZRUNIRUWKH1DWLRQDO
Healthcare Agreement could be improved.  
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Reporting progress needs time 
series data 
Over  our  five  years  of  reporting,  COAG  has  improved  the  
performance  reporting  framework  and  responded  positively  to  
many  of  our  recommendations.  In  the  future,  we  must  be  able  to  
assess  progress  toward  COAG  objectives  over  longer  periods  and  
without  insurmountable  breaks  in  time  series.  
Reporting  of  time  series  data  
ReportiQJRQSURJUHVVLQPHHWLQJ&2$*REMHFWLYHVLVFHQWUDOWRWKHFRXQFLO¶VUROH7KLVUHTXLUHVXVWR
be able to analyse and report comparable data on the same performance measures over successive 
periods.  
For this report, we were not able to report time series for a range of indicators, including: 
x waiting times for GPs 
x costs of GPs and other health services. 
In addition, for most indicators, we were advised by the Steering Committee for the Review Service 
Provision that we should not report data cut by socio-economic disadvantage or by degree of 
remoteness over time. This advice is due to methodological changes to data collections.  
To some degree, some of these changes are unavoidable. But, we must caution against 
methodological changes to data collections without due consideration of the trade-offs being made 
between potentially marginal improvements to data on one hand and the ability to track progress over 
time on the other. For the information to be useful for decision makers, both sides of this equation 
must be considered. 
The national census of population and housing is important in determining the composition of 
categories of socio-economic disadvantage and remoteness. The census may find the characteristics 
of particular local areas may have changed, in turn changing the category of remoteness or 
disadvantage into which they are classed.  
However, breaking the time series for most indicators every five years does not seem a reasonable 
approach to reporting whether outcomes are improving for Australians in socioeconomically 
disadvantaged or remote areas. The purpose of the information is to inform decision-making, and it 
cannot do that if we cannot discern progress or its absence. 
We will seek advice from data agencies and work with them on ways that we can meaningfully report 
what is happening over time when changes in time series are unavoidable.  
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Data  development  is  required  for  indicators  on  aged  care  quality  and  affordability  
&2$*¶VUHYLHZRIWKH1DWLRQDO+HDOWKFDUH$JUHHPHQWUHFRJQLVHGWKHLQDGHTXDF\RIH[LVWLQJ
performance indicators to measure affordability and quality in aged care. 
COAG agreed to two additional indicators to fill these data gaps. These indicators are: 
x Proportion of days that residential aged care recipients spend in hospitals for preventable causes 
x Proportion of aged care residents who are full pensioners relative to the proportion of full 
pensioners in the target population. 
These indicators would make important contributions to what we know about outcomes for older 
Australians who receive aged care. Data development to allow us to report on them in future reports 
should be prioritised. 
Action  on  our  recommendations  from  last  year  
In our last report, we made a number of recommendations to COAG about what was required to 
improve the performance reporting framework.  
COAG agreed to three recommendations, for: 
x more recent data on the incidence of selected cancers 
x a more appropriate measure than number of attendances for reporting potentially avoidable GP-
type presentations to emergency departments 
x the development of a benchmark for timely access to aged care services. 
COAG said that: 
x the first and second matters were being done by the Australian Institute of Health and Welfare 
together with, respectively, jurisdictional cancer registries and the National Information Standards 
and Specifications Committee 
x the third was being done by the AIHW and the Commonwealth Department of Social Services.  
We look forward to this work being completed and reflected in improved data availability and 
performance measures for future reports. As we have noted in previous recommendations, it is a 
particular concern that data about cancer²which has overtDNHQFLUFXODWRU\GLVHDVHDV$XVWUDOLD¶V
leading cause of death²are among the oldest of all the data that we report. This year we can only 
report incomplete data from 2010, some four years ago. 
In addition, COAG agreed in principle to three other recommendations: 
x for more comprehensive performance indicators for reporting progress against the sustainability 
outcome of the National Healthcare Agreement 
x that a new target be set, in consultation with the Australian Commission on Safety and Quality in 
Health Care (ACSQHC), for the benchmark on healthcare associated infections 
x that more data be cut by remoteness²particularly in key indicators such as life expectancy, 
potentially avoidable deaths, and rates of heart attack.  
COAG requested Heads of Treasuries provide a performance indicator for sustainability and agreed 
that it would request the ACSQHC to review and revise the benchmark on healthcare associated 
infections. 
We are pleased to report that the final recommendation²on the provision of more data cut by 
remoteness²has been done. This year, for the first time, we have data on life expectancy and deaths 
by area of remoteness. This is a good outcome and we welcome the work done by the ABS in 
providing these data.
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Appendix A 
The National Healthcare 
Agreement 
About the agreement 
The National Healthcare Agreement²the agreement between the Commonwealth, State and 
Territory Governments in healthcare²was originally signed in 2008 and updated in August 2011.  
The overarching objective of the National Healthcare Agreement is to improve health outcomes for all 
$XVWUDOLDQVDQGWKHVXVWDLQDELOLW\RI$XVWUDOLD¶VKHDOWKV\VWHP 
The agreement was reviewed by COAG in 2012, resulting in amendments to performance indicators. 
The diagram at the end of this section shows the agreement structure and the revised indicators. 
Performance indicators not included in detail in this report 
Each year, we report on only a selection of performance indicators in the National Healthcare 
Agreement. In some years, we cannot report on indicators for reasons such as data not being 
available or measures not yet being agreed between governments.  
We also choose not to report indicators for which we have been given data. Indicators we choose not 
to report in detail are usually omitted because there has been little change since the previous year. 
Additionally, in some cases, we may choose not to report on an indicator because we think the data 
DUHQRWKHOSIXOIRUPHDVXULQJSURJUHVVWRZDUG&2$*¶VRXWFRPH'DWDIRULQGLFDWRUVQRWUHSRUWHGLQ
detail are published on our website in our statistical supplement to this report. 
Below, we detail what we cannot report and what we do not report. This is also shown in the table that 
follows. 
µ$XVWUDOLDQVDUHERUQDQGUHPDLQKHDOWK\¶ indicators that we do not report 
Low birth weight babies²this was reported in some detail in our 2011±UHSRUW$XVWUDOLD¶VUDWH
(4.8%) compares well internationally, though increases with remoteness and with socio-economic 
disadvantage. The rate is also higher among babies with Indigenous mothers.  
Adults with very high rates of psychological distress²new data have been provided at the national 
level by remoteness and socio-economic status. These data are published in our statistical 
supplement and respective supplements on outcomes by remoteness and by socioeconomic status. 
New data have also been provided for Indigenous people.  
µ$XVWUDOLDQVUHFHLYHDSSURSULDWHKLJKTXDOLW\DQGDIIRUGDEOHSULPDU\FDUH¶LQGLFDWRUV
that we do not report 
Waiting times for public dentistry (which has excessively large survey errors) and selected potentially 
avoidable GP-type presentations to emergency departments (expressed as numbers only) have not 
been reported in detail, though are available in the statistical supplement. 
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µ$XVWUDOLDQVUHFHLYHDSSURSULDWHKLJKTXDOLW\DQGDIIRUGDEOHKRVSLWDOFDUH¶LQGLFDWRUV
that we cannot report 
Data were not available for the elective surgery indicator on the percentage of patients removed from 
elective surgery waiting lists who received surgery within the clinically recommended time, by urgency 
category.  
New data were also not available for survival of people diagnosed with cancer.  
µ2OGHU$XVWUDOLDQVUHFHLYHDSSURSULDWHKLJKTXDOLW\DQGDIIRUGDEOHKHDOWKDQGDJHG
FDUHVHUYLFHV¶LQGLFDWRUVWKDWwe cannot report 
Data were not available for new indicators on the proportion of residential aged care days on hospital 
leave due to selected preventable causes (as an indicator of quality) and the proportion of aged care 
residents who are full pensioners relative to the proportion of full pensioners in the general population 
(as an indicator of affordability).  
µ$XVWUDOLDQVKDYHDVXVWDLQDEOHKHDOWKV\VWHP¶LQGLFDWRUVWKDWZHGRQRWUHSRUW 
We have not reported the rate of full time equivalent health practitioners per 1000 people, the data for 
which are available by jurisdiction and by age for medical practitioner, nurses and midwives and the 
dental workforce. This indicator is intended to be a measure of the sustainability of the health system, 
and is currently the only indicator for this purpose. Further work is required to develop more 
comprehensive indicators for the sustainability of the health system.  
µ$XVWUDOLDQVKDYHSRVLWLYHKHDOWKDQGDJHGFDUHH[SHULHQFHVZKLFKWDNHDFFRXQWRI
LQGLYLGXDOFLUFXPVWDQFHVDQGQHHGV¶indicators that we do not report 
Rates of patient satisfaction/experience with seven select medical professionals changed little from 
2010±11 to 2011±12. Patients continue to rate dental professionals highest on the categories of 
listened carefully to them, showed them respect, and spent enough time with them. There are 
differences at the national level by remoteness and socio-economic status for some measures. For 
example, people outside major cities reporting higher rates of unacceptable wait times (23.3% 
compared to 19.9% in major cities).  Data are available in full in our statistical supplement. 
Performance benchmarks we do not report 
Two benchmarks related to Indigenous Australians are reported separately in our report on the 
National Indigenous Reform Agreement: 
x the benchmark to close the life expectancy gap for Indigenous Australians within a generation 
x the benchmark to halve the gap in death rates for Indigenous children under five.  
We are unable to report progress on the benchmark to reduce the proportion of potentially 
preventable hospital admissions as the data are not comparable over time.  
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National  Healthcare  Agreement  Structure  
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Australians receive appropriate high quality and affordable hospital and hospital related care
Waiting times for 
elective surgery
Waiting times for 
emergency 
department care
Rate of 
community follow 
up within 7 days 
of discharged 
from psychiatric 
admission
Healthcare 
associated 
infections
Unplanned 
hospital 
readmissions
Survival of people 
diagnosed with 
notifiable cancer
Older Australians receive appropriate high quality and affordable health and aged care services
Residential and 
community aged 
care places per 
1,000 population 
aged 70+ years
Elapsed times for 
aged care 
services
Number of 
hospital patient 
days used by 
those eligible and 
waiting for 
residential aged 
care
Proportion of 
residential aged 
care services that 
are three year re-
accredited
Proportion of 
aged care 
residents who are 
full pensioners 
relative to the 
proportion of full 
pensioners in the 
general 
population 
Proportion of 
residential aged 
care days on 
hospital leave due 
to selected 
preventable 
causes.
Australians have positive health and aged care experiences which take account of individual 
circumstances and care needs
Patient satisfaction and experience
Australians have a sustainable health system
Full time equivalent employed health practitioners per 1,000 population (by age group and profession type)  
Australians have a health system that promotes social inclusion and reduces disadvantage, especially for 
Indigenous Australians
All performance indicators, where it is possible and appropriate to do so, are reported by Indigenous status, disability status, remoteness area 
and socio-economic status to assess whether comparable health outcomes and service delivery outcomes are being achieved.
Australians are born and remain healthy
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Included in this report Not reported in detail though data available Cannot be reported this year
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Appendix B 
Terms used in this report 
ABS Australian Bureau of Statistics 
Acute conditions A condition with a rapid onset and/or a short course, eg ear, nose and throat infections, epilepsy, appendicitis. 
Age standardised rate Age standardisation adjusts crude rates to take account of different age structures in two or more populations.  
AIHW Australian Institute of Health and Welfare 
At risk of long-term 
harm from alcohol 
Defined as no more than two standard drinks on any day, according to the 
2009 National Health and Medical Research Council Guidelines. Men and 
women are LGHQWLILHGµDWULVNRIORQJWHUPKDUPIURPDOFRKRO¶LIWKH\KDYHDQ
average of more than two standard drinks per day in the last week. 
Child death Death of a child aged 0 to 4 years. This is a rate per 100 000 children. 
Cholecystectomy Removal of the gall bladder. 
Chronic conditions A condition which is persistent or otherwise long-lasting in its effects, eg diabetes complications, high blood pressure, asthma. 
COAG Council of Australian Governments 
Community aged care 
Includes Community Aged Care Package (CACP), Extended Aged Care at 
Home (EACH) and EACH Dementia (EACHD). These packages provide 
assistance to older people who are able to live at home. Other community 
care programs include the Home and Community Care program, Veterans 
Home Care program and the National Respite for Carers Program (not 
included in this report). From August 2013, the Commonwealth Government 
introduced new home care packages which have replaced these services. 
Confidence interval A measure of the uncertainty attached to a survey result. 
Cystoscopy A procedure to see the inside of the bladder and urethra using a telescope. 
Dental professionals Dentists, dental hygienists and dental specialists. 
Disadvantaged areas 
7KHWHUPVµPRVWGLVDGYDQWDJHGDUHD¶DQGµOHDVWGLVDGYDQWDJHGDUHD¶DUH
EDVHGRQWKH$%6¶6(,)$)RUVRPHLQGLFDWRUVZHXVHWKHWRSDQGERWWRP
20% of areas and in others we use the top and bottom 10% of areas. This is 
due to the different availability of data. The graphs show which measure 
was used. 
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High residential aged 
care 
These are high-level residential care homes which provides residents 
assistance for most day-to-day living activities, as well as care from either 
registered nurses, or from carers under their supervision, 24 hours a day. 
Indigenous The terms 'Indigenous', 'Indigenous Australians' and 'Indigenous people' are 
XVHGWRUHIHUWR$XVWUDOLD¶V$ERULJLQDODQGRU7RUUHV6WUDLW,VODQGHUSHRSOHV 
Infant death Death of a child aged less than one year old (ie up to 365 days). Infant deaths exclude still births. This is a rate per 1000 live births. 
Inguinal herniorrhaphy Removal of a hernia. 
Leading broad cause 
of death 
The leading broad causes of death are based on the highest death rates at 
the chapter level of ICD-10. 
Life expectancy A summary measure of death rates. The number of years a person could expect to live if current death rates applied throughout his or her life. 
MRSA Methicillin-resistant Staphylococcus aureus 
Myringoplasty A procedure to correct a tear or other damage to the eardrum. 
Myringotomy A small tube placed through the eardrum. The tube allows air to flow in so that pressure is the same on both sides of the eardrum. 
Normal weight 
Measured using Body Mass Index (BMI) values, derived from measured 
height and weight information using the formula: weight (kg) / height (m)2. 
Normal weight for adults is defined as BMI equal to 18.5 but less than 25. 
For example:  
x a woman 165cm tall, who weighs between 51kg and 67kg has a BMI in 
the µQRUPDOZHLJKW¶FDWHJRU\ 
x a man 180cm tall, who weighs between 60kg and 80kg has a BMI in the 
µQRUPDOZHLJKW¶FDWHJRU\ 
Obesity 
Measured using Body Mass Index (BMI) values, derived from measured 
height and weight information using the formula: weight (kg) / height (m)2. 
Obesity for adults is defined as BMI equal to or greater than 30. For 
example: 
x a woman 165cm tall, who weighs 82kg or above has a BMI in the 
µREHVH¶FDWHJRU\ 
x DPDQFPWDOOZKRZHLJKVNJRUDERYHKDVD%0,LQWKHµREHVH¶
category. 
Obesity for children is defined as BMI (appropriate for age and sex) that is 
likely to be 30 or more at age 18 years. 
OECD Organisation for Economic Co-operation and Development 
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Overweight 
Measured using Body Mass Index (BMI) values, derived from measured 
height and weight information using the formula: weight (kg) / height (m)2. 
Overweight for adults is defined as BMI equal to 25 but less than 30. For 
example: 
x a woman 165cm tall, who weighs between 68kg and 81kg has a BMI in 
WKHµRYHUZHLJKW¶FDWHJRU\ 
x a man 180cm tall, who weighs between 81kg and 97kg has a BMI in the 
µRYHUZHLJKW¶FDWHJRU\ 
Overweight for children is defined as BMI (appropriate for age and sex) that 
is likely to be equal to 25 but less than 30 at age 18 years. 
Peer Group A 
hospitals 
IncludeVµSULQFLSDO UHIHUUDOKRVSLWDOV¶DQGµVSHFLDOLVWZRPHQ¶V	FKLOGUHQ¶V
KRVSLWDOV¶µ3ULQFLSal UHIHUUDOKRVSLWDOV¶DUHPDMRUFLW\KRVSLWDOVZLWKPRUH
than 20,000 and regional hospitals with more than 16 000 acute (casemix-
DGMXVWHGVHSDUDWLRQVSHU\HDUµ6SHFLDOLVWZRPHQ¶V	FKLOGUHQ¶VKRVSLWDOV¶
DUHVSHFLDOLVHGDFXWHZRPHQV¶DQGFKLOGUHQV¶KRVSLWDOVZLWKPRUHWKDQ 
10 000 (casemix-adjusted) separations per year. 
Peer Group B 
hospitals 
Includes µODUJHPDMRUFLW\¶DQGµODUJHUHJLRQDO¶KRVSLWDOVµ/DUJHPDMRUFLW\¶
hospitals are major city acute hospitals with more than 10 000 (casemix-
DGMXVWHGVHSDUDWLRQVSHU\HDUµ/DUJHUHJLRQDO¶KRVSLWDOVDUHUHJLRQDODFXWH
hospitals with more than 8,000 and remote acute hospitals with more than  
5 000 (casemix-adjusted) separations per year. 
Potentially avoidable 
deaths Deaths that may be potentially prevented or potentially treated. 
Potentially preventable 
deaths 
Deaths that are responsive to preventive health activities such as primary 
prevention and immunisation. 
Potentially preventable 
hospitalisations 
Admissions to hospital that could have potentially been prevented through 
the provision of appropriate non-hospital health services. There are three 
kinds of admission that could be prevented: chronic conditions, acute 
conditions and vaccine-preventable conditions.  
Potentially treatable 
deaths 
Deaths from potentially treatable conditions are those responsive to 
therapeutic interventions, such as surgery or medication. 
Psychological distress Measured using the Kessler Psychological Distress Scale-10 (K10), a scale of non-specific psychological distress.  
Pyelonephritis Upper urinary tract infection which may affect the kidneys. 
Remoteness 
Remoteness in this report refers to the standard ABS classification of 
remoteness (ARIA). Remoteness is defined as major cities, inner regional, 
outer regional, remote and very remote areas. The division is based on 
physical road distance from urban centres of varying sizes. 
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SAB Staphylococcus aureus bacteraemia 
SCRGSP 
Steering Committee for the Review of Government Service Provision, an 
intergovernmental committee, supported by a Secretariat within the 
Productivity Commission. Under the Intergovernmental Agreement on 
Federal Financial Relations, the Steering Committee is responsible for 
compiling and supplying performance information for the COAG Reform 
&RXQFLO¶VUHSRUWV 
SEIFA 
Socio-Economic Indexes for Areas (SEIFA), produced by the ABS, ranks 
areas in Australia according to relative socio-economic disadvantage. It is a 
general measure of relative socio-economic disadvantage that captures 
more information than income, employment or qualifications alone. 
Septoplasty Surgery to correct any problems in the wall inside the nose that separates the nostrils. 
Sicker adults 
Sicker adults refer to people who are likely to have had significant direct 
experience of the healthcare system in the recent past. It includes people 
who met at least one of the following criteria: 1) described their overall 
health as fair or poor 2) received medical care in the previous year for a 
serious or chronic illness, injury or disability 3) had been hospitalised in the 
previous two years for any reason other than childbirth 4) had surgery in the 
previous two years. 
Significant 
7KHWHUPµVLJQLILFDQW¶LVXVHGWRVD\WKDWDGLIIHUHQFHRUFKDQJHLVQRWGXHWR
chance. There are various tests for significance. In this report, significance 
testing was done by the ABS and thH$,+:7KHZRUGµVLJQLILFDQW¶LVQRW
used outside this statistical meaning. 
Vaccine-preventable 
conditions For example, tetanus, measles, mumps and rubella. 
 
 
Healthcare in Australia 2012±13: Five years of performance  /  107 
Appendix C 
Data sources and notes 
The Steering Committee for the Review of Government Service Provision compiled and supplied 
performance information to the COAG Reform Council for this report. We have also used performance 
information in addition to that provided by the Steering Committee. We publish the Steering 
CommiWWHH¶VUHSRUWDQGDQ\DGGLWLRQDOGDWDZHKDYHXVHGLQRXUVWDWLVWLFDOVXSSOHPHQW7KHWDEOH
below lists each figure in the report and gives a corresponding reference to the table in our statistical 
supplement, available on our website. 
The Steering Committee supplies data quality statements on the data it provides, which we have re-
published in the statistical supplement to this report. Where users require data quality information 
beyond that provided alongside the non-Steering Committee data in our statistical supplement, data 
quality information regarding these sources is generally available from the relevant data provider. 
National Healthcare Agreement: figure numbers and performance information 
Figure 1.1: Life expectancy at birth, by remoteness, 2010±2012 
Reference NHA.6.3: Estimated life expectancy at birth, by sex, by remoteness, 2010±2012 (years) 
Source 
ABS (2013) Life Tables for Aboriginal and Torres Strait Islander Australians, 2010±
2012 
Figure 1.2: Life expectancy at age 65, 1953±1955 to 2010±2012 
Reference Additional.1: Life expectancy at age 65, 1953±1955 to 2010±2012 
Source ABS (2008) Australian Historical Population Statistics, ABS (various years) Life Tables 
Notes Years shown are midpoints of ranges of years for life expectancy 
Table 1.1: Leading broad cause of death rate, and colour representing change in rate per 100 000 
between 2007 and 2011 
Reference 
NHA.8.2, NHA.8.7: Age standardised mortality rates by cause of death (with variability 
bands), by State and Territory, 2011, 2007 
Source ABS (unpublished) Causes of Death, Australia 
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National Healthcare Agreement: figure numbers and performance information 
Figure 1.4: Rates of major cause of death, 2007 and 2011 
Reference 
NHA.8.2, NHA.8.4²NHA.8.7: Age standardised mortality rates by cause of death (with 
variability bands), by State and Territory, 2007 to 2011 
Source ABS (unpublished) Causes of Death, Australia, 2011 
Figure 1.5: Rates of leading broad cause of death, by Indigenous status, 2003±2007 to 2007±2011 
Reference 
NHA.8.3: Age standardised mortality rates by major cause of death, by Indigenous 
status, 2007±2011 
Source ABS (unpublished) Causes of Death, Australia, various years 
Figure 1.6: Rates of child deaths, 1907 to 2011 
Reference Additional.2: http://aihw.gov.au/deaths/aihw-deaths-data/#grim 
Source 
Australian Institute of Health and Welfare (AIHW) 2013. GRIM (General Record of 
Incidence of Mortality) Books 2011: All causes combined. AIHW: Canberra. 
Stanley, FJ (2001); Gidding, FG, Burgess, MA and Kempe, AE (2001). 
Figure 1.7: Rates of child and infant deaths, 2007 to 2012 
Reference 
NHA.7.1: All causes, infant (less than one year) and child (0±4 years) mortality, 2007 to 
2012 
Source 
ABS (unpublished) Deaths, Australia; ABS (unpublished) Births, Australia; ABS 
(unpublished) Estimated Resident Population 
Figure 1.8: Rates of infant deaths, 2002 to 2012 
Reference http://abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/3302.02012?OpenDocument 
Source ABS (2013) Deaths, Australia 2012 (3302.0), Table 10 
Figure 1.9: Rates and number of child deaths. by remoteness, 2011 
Reference NHA.7.6: All causes, child (0±4 years) mortality, by remoteness, 2011 
Source 
ABS (unpublished) Deaths, Australia; ABS (unpublished) Estimated Resident 
Population 
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National Healthcare Agreement: figure numbers and performance information 
Table 1.2: Potentially avoidable death rate, change in rate per 100 000 between 2007 and 2011 
Reference NHA.7.6: All causes, child (0±4 years) mortality, by remoteness, 2011 
Source 
ABS (unpublished) Deaths, Australia; ABS (unpublished) Estimated Resident 
Population 
Figure 1.10: Rates of potentially avoidable deaths, average annual decrease from 2007 to 2011 
Reference 
NHA.16.1, NHA.16.4²NHA.16.7: Age-standardised mortality rates of potentially 
avoidable deaths, under 75 years, by State and Territory, 2007 to 2011 
Source ABS (unpublished) Causes of Death, Australia 
Notes Average annual decrease is based on simple linear regression from 2007 to 2011 
Figure 1.11: Potentially avoidable deaths, by Indigenous status, 2007±2011 
Reference 
NHA.16.3: Age-standardised mortality rates of potentially avoidable deaths, under 75 
years, by Indigenous status, NSW, Queensland, WA, SA, NT, 2007±2011 
Source 
ABS (unpublished), Causes of Death, Australia, 2011; ABS (unpublished) Estimated 
Resident Population; ABS (2009) Experimental Estimates and Projections, Aboriginal 
and Torres Strait Islander Australians, 1991 to 2021, Series B; Population Projections, 
Australia, 2006 to 2101, Series B 
Figure 2.1: Rate of adult daily smoking, by State and Territory, 2007±08 to 2011±12 
Reference 
NHA.4.2: Proportion of adults who are daily smokers, by State and Territory, by sex by 
age, 2011-12 
Source ABS (unpublished) Australian Health Survey 2011-13 (2011-12 Core component) 
Figure 2.2: Rate of adult daily smoking, by sex, by socio-economic disadvantage, 2011±12 
Reference 
NHA.4.8: Proportion of adults who are daily smokers, by sex, by SEIFA IRSD deciles, 
2011-12 
Source ABS (unpublished) Australian Health Survey 2011-13 (2011-12 Core component) 
Figure 2.3: Rate of overweight/obesity, by sex, by socio-economic disadvantage, 2011±12 
Reference Additional.3 Obese persons aged 18 years and over by sex by SEIFA, 2011±12 
Source ABS (unpublished) Australian Health Survey 2011-13 (2011-12 Core component) 
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National Healthcare Agreement: figure numbers and performance information 
Figure 2.4: No progress towards healthy weight benchmark 
Reference 
NHA.3.7: Proportion of adults and children in BMI categories, by State and Territory, 
2011-12 
Source ABS (unpublished) Australian Health Survey 2011-13 (2011-12 Core component) 
Figure 2.5: Proportion of adults with type 2 diabetes, by State and Territory, 2011±12 
Reference 
NHA.10.1: Proportion of people aged 18 years and over with type 2 diabetes (based on 
fasting glucose test), by State and Territory, by sex, 2011±12 (per cent) 
Source 
ABS (unpublished) Australian Health Survey 2011±13, (2011±12 National Health 
Measures Survey component) 
Notes 
Under the NHA, COAG has set a performance benchmark to ³reduce the age-adjusted 
prevalence rate for type 2 diabetes to 2000 levels (equivalent to a national prevalence 
UDWHIRUSHRSOHDJHG\HDUVDQGRYHURISHUFHQW´by 2023. The baseline 
measure of 7.1 per cent is calculated from the Australian Diabetes, Obesity and 
Lifestyle (Ausdiab) study conducted in 1999±2000. This number was age-standardised 
to the average of the 1999 and 2000 Australian populations, and was based on data 
from both oral glucose tolerance tests (OGTTs) and fasting plasma glucose tests. 
As an OGTT was not conducted as part of the 2011±12 National Health Measures 
Survey component of the Australian Health Survey (AHS) for the collection of data 
regarding type 2 diabetes, the type 2 diabetes data supplied for this report are not 
comparable to the baseline measure of 7.1 per cent. 
However, fasting plasma glucose test data from the AHS is available for this 
benchmark, age-standardised to the 2001 Australian population. The Steering 
Committee for the Review of Government Service Provision has advised that a proxy 
baseline level of type 2 diabetes prevalence of 5.0 per cent for 2000 can be used when 
comparing diabetes prevalence data from the AHS and the Ausdiab study. 
Further details about comparing the AHS and Ausdiab data regarding type 2 diabetes 
is available on the ABS website at: 
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4364.0.55.005Chapter9002011-12.  
Figure 2.6: Proportion of adults with type 2 diabetes, by socio-economic status, 2011±12 
Reference 
NHA.10.2: Proportion of people aged 18 years and over with type 2 diabetes (based on 
fasting glucose test), by SEIFA IRSD quintile,  2011±12 (per cent) 
Source 
ABS (unpublished) Australian Health Survey 2011-13 (2011±12 National Health 
Measures Survey component) 
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National Healthcare Agreement: figure numbers and performance information 
Figure 2.7: Prevalence of diabetes mellitus (type 1 and type 2) in adults aged 20±79 years, by country, 
2011 
Reference Unpublished.X: Prevalence of diabetes mellitus, adults aged 20±79 years, 2011 
Source 
International Diabetes Federation 2011, reported in OECD 2013, Health at a Glance, 
2013. http://www.oecd-ilibrary.org/social-issues-migration-health/health-at-a-glance-
2013/diabetes-prevalence-and-incidence_health_glance-2013-14-en 
Figure 2.8: Proportion of people with known diabetes aged 18 to 69 years managing their condition 
effectively, by State and Territory, by sex, 2011±12 
Reference 
NHA.15.1: Proportion of people aged 18 to 69 years with known diabetes who have a 
HbA1c (glycated haemoglobin) level less than or equal to 7.0 per cent , by State and 
Territory, by sex, 2011±12 (per cent) 
Source 
ABS (unpublished) Australian Health Survey 2011-13, (2011±12 National Health 
Measures Survey component) 
Figure 2.9: Proportion of adults with known diabetes aged 18 to 69 years managing their condition 
effectively, by age, 2011±12 
Reference 
NHA.15.4: Proportion of people aged 18 years and over with known diabetes who have 
a HbA1c (glycated haemoglobin) level less than or equal to 7.0 per cent , 2011±12 (per 
cent) 
Source 
ABS (unpublished) Australian Health Survey 2011-13, (2011±12 National Health 
Measures Survey component) 
Figure 2.10: Proportion of adults with known diabetes with Body Mass Index within normal range, by 
age, by sex, 2011±12 
Reference 
Additional.4: Proportion of adults with known diabetes with Body Mass Index within 
normal range, by age, by sex, 2011±12 
Source 
ABS (2013) Australian Health Survey: Biomedical Results for Chronic Diseases, 2011±
12: Australia, Table 14.3 
Figure 2.11: Rate and number of new cases of lung cancer, 1982 to 2012 
Reference 
NHA.2.1: Incidence of selected cancers, by State and Territory, 2010 
Additional.5: Incidence of selected cancers, 1982 to 2012 
Source 
AIHW (unpublished) Australian Cancer Database; ABS (unpublished) Estimated 
Resident Population, 30 June 2010 
AIHW, Australian Cancer Incidence and Mortality (ACIM) books, last updated 13 
February 2014 
AIHW 2012, Cancer in Australia: an overview 2012 
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Figure 2.12: Rate and number of new cases of female breast cancer, 1982 to 2012 
Reference 
NHA.2.1: Incidence of selected cancers, by State and Territory, 2010 
Additional.5: Incidence of selected cancers, 1982 to 2012 
Source 
AIHW (unpublished) Australian Cancer Database; ABS (unpublished) Estimated 
Resident Population, 30 June 2010 
AIHW, Australian Cancer Incidence and Mortality (ACIM) books, last updated 13 
February 2014 
AIHW 2012, Cancer in Australia: an overview 2012 
Figure 2.13: Rate and number of new cases of melanoma of the skin, 1982 to 2012 
Reference 
NHA.2.1: Incidence of selected cancers, by State and Territory, 2010 
Additional.5: Incidence of selected cancers, 1982 to 2012 
Source 
AIHW (unpublished) Australian Cancer Database; ABS (unpublished) Estimated 
Resident Population, 30 June 2010.  
AIHW, Australian Cancer Incidence and Mortality (ACIM) books, last updated 13 
February 2014. 
AIHW 2012, Cancer in Australia: an overview 2012 
Figure 2.14: Rate and number of new cases of bowel cancer, 1982 to 2012 
Reference 
NHA.2.1: Incidence of selected cancers, by State and Territory, 2010 
Additional.5: Incidence of selected cancers, 1982 to 2012 
Source 
AIHW (unpublished) Australian Cancer Database; ABS (unpublished) Estimated 
Resident Population, 30 June 2010.  
AIHW, Australian Cancer Incidence and Mortality (ACIM) books, last updated 13 
February 2014. 
AIHW 2012, Cancer in Australia: an overview 2012 
Figure 2.15: Rate of lung cancer, by State and Territory, 2006 to 2010 
Reference NHA.2.1: Incidence of selected cancers, by State and Territory, 2010 
Source 
AIHW (unpublished) Australian Cancer Database; ABS (unpublished) Estimated 
Resident Population, 30 June 2010. 
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Figure 2.16: Estimated rate of lung cancer, by country, 2012 
Reference Additional.6: Incidence of lung cancer, by country, 2012 
Source 
Ferlay J, Soerjomataram I, Ervik M, Dikshit R, Eser S, Mathers C, Rebelo M, Parkin 
DM, Forman D, Bray, F. GLOBOCAN 2012 v1.0, Cancer Incidence and Mortality 
Worldwide: IARC CancerBase No. 11 [Internet]. Lyon, France: International Agency for 
Research on Cancer; 2013. Available from: http://globocan.iarc.fr, accessed on 
5/2/2014. http://globocan.iarc.fr/Default.aspx 
Figure 2.17: Rate and number of new cases of lung cancer, by sex, 1982 to 2012 
Reference Additional.7: Incidence of lung cancer, by sex, 1982 to 2012 
Source 
AIHW, Australian Cancer Incidence and Mortality (ACIM) books, last updated 13 
February 2014. 
AIHW 2012, Cancer in Australia: an overview 2012 
Table 2.1: Rate of heart attacks in 2011 and average annual change between 2007 and 2011, by age, 
per 100 000 people 
Reference 
NHA.9.1: Rate of heart attacks, by age and sex, people aged 25 years and over, 2007 
to 2011 (rate per 100,000 population) 
Source 
AIHW (unpublished) National Hospital Morbidity Database; AIHW (unpublished) 
National Mortality Database; ABS (2012) Australian Demographic Statistics, 
September 2011; ABS (2013) Australian Demographic Statistics, December 2012 
Notes Average annual decrease is based on simple linear regression from 2007 to 2011 
Figure 2.18: Rate of heart attacks, by sex, by age, 2007 and 2011 
Reference 
NHA.9.1: Rate of heart attacks, by age and sex, people aged 25 years and over, 2007 
to 2011 (rate per 100,000 population) 
Source 
AIHW (unpublished) National Hospital Morbidity Database; AIHW (unpublished) 
National Mortality Database; ABS (2012) Australian Demographic Statistics, 
September 2011; ABS (2013) Australian Demographic Statistics, December 2012 
Figure 2.19: Rate of heart attacks, by Indigenous status, 2007 to 2011 
Reference 
NHA.9.2: Age standardised rate of heart attacks, by State and Territory, people 25 
years and over, by Indigenous status, 2007 to 2011 (rate per 100 000 population) 
Source 
AIHW (unpublished) National Hospital Morbidity Database; AIHW (unpublished) 
National Mortality Database; ABS (2012) Australian Demographic Statistics, 
September 2011; ABS (2009) Experimental Estimates and Projections, Aboriginal and 
Torres Strait Islander Australians, 1991 to 2021, Series B 
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Figure 3.1: Waiting times for an urgent GP appointment, by State and Territory, 2012±13 
Reference 
NHA.12.1: Reported waiting time to see a GP for an urgent appointment, by State and 
Territory, by remoteness, 2012±13 
Source ABS Patient Experience Survey, 2012±13 
Notes 
2012±13 data comparable with 2011±12 but data from 2011±12 onwards not 
comparable with prior years 
Figure 3.2: )HOWWKH\ZDLWHGDQµXQDFFHSWDEOH¶WLPHIRUD*3DSSRLQWPHQWUHJDUGOHVVRIXUJHQF\E\
State and Territory, 2012±13 
Reference 
NHA32.1: Proportion of persons who saw a GP (for their own health) in the last 12 
months reporting they waited longer than felt acceptable to get an appointment, by 
State and Territory, by remoteness, 2012±13 
Source ABS Patient Experience Survey, 2012±13 
Notes 
2012±13 data not comparable to previous years (change in question order in 2012±13 
and 2011±12) 
Figure 3.3 Proportion of patients who waited less than 4 hours for an urgent appointment, by age, 
2013±13 
Reference 
Additional.8: Persons aged 15 years and over, Reported waiting time to see a GP for 
an urgent appointment, by age, 2012±13 
Source ABS Patient Experience Survey (unpublished), 2012±13 
Figure 3.4: 3URSRUWLRQZKRIHOWWKH\ZDLWHGDQµXQDFFHSWDEOH¶WLPHIRUDOO*3DSSRLQWPHQWVE\DJH
2012±13 
Reference 
Additional.9: Persons 15 years and over, Experience of GP services in the last 12 
months by age and sex²Proportion 
Source ABS Patient Experience Survey, 2012±13 Table 5.2 
Figure 3.5: 3HUFHQWDJHRIµVLFNHU¶SHRSOHZKRUHSRUWHGEHLQJDEOHWRJHWDQDSSRLQWPHQWWRVHHD
doctor or nurse on the same day, 2011 
Reference 
Additional.10: Last time you were sick, how quickly could you get to see a doctor or 
nurse? 
Source 
Bureau of Health Information 2011. Healthcare in Focus 2011: How well does NSW 
perform? An international comparison, November 2011 
http://www.bhi.nsw.gov.au/publications/annual_performance_report_series/healthcare_
in_focus_2011 
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Figure 3.6: Proportion of people who delayed or did not see a dental professional in the last 12 months 
due to cost, 2012±13 
Reference 
NHA.14.4: Proportion of people who reported delaying or not seeing a dental 
professional in the last 12 months because of cost, by State and Territory, by 
remoteness, 2012±13; NHA.14.7: Proportion of people who reported delaying or not 
accessing selected healthcare in the last 12 months due to cost, by type of health 
service, by SEIFA IRSD deciles, 2012±13; NHA.14.8: Proportion of people who 
reported delaying or not accessing selected healthcare in the last 12 months due to 
cost, by type of health service, by sex, 2012±13 
Source ABS (unpublished) Patient Experience Survey 2012±13 
Figure 3.7: Proportion of people who delayed or did not fill a prescription in the last 12 months due to 
cost, 2012±13 
Reference 
NHA.14.3: Proportion of people who reported delaying or not getting a prescription 
filled in the last 12 months because of cost, by State and Territory and remoteness, 
2012±13; NHA.14.7: Proportion of people who reported delaying or not accessing 
selected healthcare in the last 12 months due to cost, by type of health service, by 
SEIFA IRSD deciles, 2012±13; NHA.14.8: Proportion of people who reported delaying 
or not accessing selected healthcare in the last 12 months due to cost, by type of 
health service, by sex, 2012±13 
Source ABS (unpublished) Patient Experience Survey 2012±13 
Figure 3.8: Proportion of people who delayed or did not see a GP in the last 12 months due to cost, 
2012±13 
Reference 
NHA.14.1: Proportion of people who reported delaying or not seeing a GP in the last 12 
months because of cost, by State and Territory and remoteness, 2012±13; NHA.14.7: 
Proportion of people who reported delaying or not accessing selected healthcare in the 
last 12 months due to cost, by type of health service, by SEIFA IRSD deciles, 2012±13; 
NHA.14.8: Proportion of people who reported delaying or not accessing selected 
healthcare in the last 12 months due to cost, by type of health service, by sex, 2012±13 
Source ABS (unpublished) Patient Experience Survey 2012±13 
Figure 3.9: Proportion of people receiving MBS and DVA clinical mental health services, by type of 
service, 2007±08 to 2011±12 
Reference 
NHA.17.1: Proportion of people receiving clinical mental health services, by State and 
Territory, by service type, 2011±12 
Source 
Private Mental Health Alliance (unpublished) Centralised Data Management Service 
data; Department of Health (Health) (unpublished) MBS Statistics; Department of 
Veterans' Affairs (DVA) (unpublished) data; Australian Bureau of Statistics (ABS) 
(unpublished) Estimated Resident Population, 30 June 2011 
 
 
116  /  Healthcare in Australia 2012±13: Five years of performance 
National Healthcare Agreement: figure numbers and performance information 
Figure 3.10: Community follow-up rate within the first seven days of discharge from a psychiatric 
admission, 2007±08 to 2011±12 
Reference 
NHA.25.1: Rate of community follow up within first seven days of discharge from a 
psychiatric admission, 2011±12 
Source 
State and territory (unpublished) admitted patient and community mental health care 
data 
Notes 
Australian total for 2011±12 should be interpreted with caution due to issues with the 
data from Victoria, Tasmania and South Australia. Victorian data for 2011±12 is 
unavailable due to service level collection gaps resulting from protected industrial 
action during this period. Industrial action in Tasmania since mid-2012 has also limited 
the available data quality and quantity of Tasmanian data for 2011±12. South Australia 
has submitted data throughout the reporting period that was not based on unique 
patient identifier or data matching approaches. 
Figure 3.11: Rates of selected potentially preventable hospitalisations, 2007±08 to 2011±12 
Reference 
NHA.18.1: Selected potentially preventable hospitalisations excluding dehydration and 
gastroenteritis and diabetes complications (additional diagnoses only), by State and 
Territory, 2011±12 
Source 
AIHW (unpublished) National Hospital Morbidity Database; ABS (unpublished) 
Estimated Resident Population, 30 June 2011 
Notes 
The AIHW has advised that some of the fall in chronic conditions between 2009±10 
and 2010±11 may be due to changes to the Australian Coding Standards for the 
International Statistical Classification of Diseases and Related Health Problems, Tenth 
Revision, Australian Modification. These changes may have resulted in cases of 
diabetes as a principal diagnosis being coded as cases of diabetes as an additional 
diagnosis in data for 2010±11 and 2011±12. As the measure for PI 18 excludes 
diabetes as an additional diagnosis, some of the fall in chronic conditions between 
2009±10 and 2010±11 may therefore be due to the coding changes, rather than a real 
world change. 
Figure 3.12: Rates of selected potentially preventable hospitalisations, by sex, 2011±12 
Reference 
NHA.18.3: Selected potentially preventable hospitalisations excluding dehydration and 
gastroenteritis and diabetes complications (additional diagnoses only),  by SEIFA IRSD 
deciles, sex, Indigenous status by remoteness, 2011±12 
Source 
AIHW (unpublished) National Hospital Morbidity Database; ABS (unpublished) 
Estimated Resident Population, 30 June 2011 
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Figure 4.1: Proportion of emergency department patients treated within national benchmarks, all (total) 
triage categories, 2007±08 to 2012±13 
Reference 
NHA21.1, 21.7: Patients treated within national benchmarks for emergency department 
waiting time, by State and Territory, 2012±13 
Source AIHW National Non-admitted Patient Emergency Department Care Database 
Figure 4.2: Proportion of presentations seen within benchmark times for triage categories 2 and 3, 
change between 2007±08 and 2012±13 
Reference 
NHA21.1, 21.7: Patients treated within national benchmarks for emergency department 
waiting time, by State and Territory, 2012±13 
Source AIHW National Non-admitted Patient Emergency Department Care Database 
Figure 4.3: Proportion of emergency department treated within national benchmarks, by hospital peer 
group, all triage categories 
Reference 
NHA21.2, 21.8: Patients treated within national benchmarks for emergency department 
waiting time, by peer group, by State and Territory, 2012±13 
Source AIHW National Non-admitted Patient Emergency Department Care Database 
Figure 4.4: Waiting times for elective surgery at 50th percentile, 2007±08 to 2012±13 
Reference 
NHA 20.1: Waiting times for elective surgery in public hospitals, by State and Territory, 
by procedure and hospital peer group, 2012±13 
Source AIHW National Elective Surgery Waiting Times Data Collection 
Figure 4.5: Waiting times for elective surgery at 90th percentile, 2007±08 to 2012±13 
Reference 
NHA 20.1: Waiting times for elective surgery in public hospitals, by State and Territory, 
by procedure and hospital peer group, 2012±13 
Source AIHW National Elective Surgery Waiting Times Data Collection 
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Figure 4.6: Selected elective surgeries, by number of admissions (2012±13), and by percentage 
change in median wait times (2007±08 to 2012±13) 
Reference 
NHA 20.1: Waiting times for elective surgery in public hospitals, by State and Territory, 
by procedure and hospital peer group, 2012±13 
Additional.11: Table 2.3: Admissions from waiting lists for elective surgery, by indicator 
procedure, 2008±09 to 2012±13; Australian hospital statistics 2012±13: elective 
surgery waiting times 
Source 
AIHW National Elective Surgery Waiting Times Data Collection 
AIHW Australian hospital statistics 2012±13 
Figure 4.7: Selected elective surgeries, by number of admissions (2012±13), and by percentage 
change in wait times at the 90th percentile (2007±08 to 2012±13) 
Reference 
NHA 20.1: Waiting times for elective surgery in public hospitals, by State and Territory, 
by procedure and hospital peer group, 2012±13 
Additional.11: Table 2.3: Admissions from waiting lists for elective surgery, by indicator 
procedure, 2008±09 to 2012±13; Australian hospital statistics 2012±13: elective 
surgery waiting times 
Source 
AIHW National Elective Surgery Waiting Times Data Collection 
AIHW Australian hospital statistics 2012±13 
Table 4.1: Median waiting time for selected elective surgeries, 2012 (2011 for UK) 
Reference 
Cataract surgery, hip replacement and knee replacement waiting times from specialist 
assessment to treatment, 2006 to 2012 (or 2011) 
Source 
OECD Health Statistics 2013, reported in OECD 2013, Health at a Glance, 2013. 
http://www.oecd-ilibrary.org/social-issues-migration-health/health-at-a-glance-
2013/waiting-times-for-elective-surgery_health_glance-2013-63-en 
Figure 4.8: Waiting time for elective surgery, by socio-economic status, 2011±12 
Reference 
NHA.20.7: Waiting times for elective surgery in public hospitals, by State and Territory, 
by SEIFA IRSD quintiles, 2011-12 
Source 
AIHW (unpublished) linked National Hospital Morbidity Database; AIHW (unpublished) 
National Elective Surgery Waiting Times Data Collection. 
Figure 4.9: Gap in waiting time for selected elective surgeries for patients living in the most and least 
disadvantaged areas, by 50th and 90th percentiles, 2012±13 
Reference 
NHA.20.9: Waiting times for elective surgery in public hospitals for selected 
procedures, by SEIFA IRSD quintiles, 2011-12 
Source 
AIHW (unpublished) linked National Hospital Morbidity Database; AIHW (unpublished) 
National Elective Surgery Waiting Times Data Collection. 
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Figure 4.10: Change in median waiting time, by remoteness, 2007±08 to 2011±12 
Reference 
NHA.20.6: Waiting times for elective surgery in public hospitals, by State and Territory, 
by remoteness area, 2011-12 
Source 
AIHW (unpublished) linked National Hospital Morbidity Database;  AIHW (unpublished) 
National Elective Surgery Waiting Times Data Collection. 
Figure 4.11: Waiting time at the 50th percentile, by Indigenous status, 2012±13 
Reference 
NHA.20.2: Waiting times for elective surgery in public hospitals, by State and Territory, 
by Indigenous status and procedure, 2012-13 
Source 
AIHW (unpublished) linked National Hospital Morbidity Database; AIHW (unpublished) 
National Elective Surgery Waiting Times Data Collection. 
Figure 4.12: Staphylococcus aureus (including MRSA) bacteraemia (SAB) infection rates, by State and 
Territory, 2010±11 to 2012±13 
Reference 
NHA.22.1: Episodes of Staphylococcus aureus (including MRSA) bacteraemia (SAB) in 
acute care hospitals, by State and Territory, by MRSA and MSSA, 2012±13 
Source 
AIHW (unpublished) sourced from State and Territory healthcare-associated infection 
surveillance data 
Notes 
Western Australia data for 2012±13 and Queensland data for 2011±12 are not 
comparable with those from the previous year. Western Australia data for 2010±11 and 
2011±12 are not comparable with data from other jurisdictions. 
Figure 4.13: Percentage change in national rates of unplanned hospital readmissions for selected 
surgical procedures, 2007±08 to 2011±12 
Reference NHA.23.1: Unplanned hospital readmission rates, by State and Territory, 2011±12 
Source AIHW (unpublished) National Hospital Morbidity Database; WA Health (unpublished) 
Notes 
Rates do not include data for Western Australia between 2007±08 and 2011±12, or 
Tasmania for 2007±08. 
Table 4.2: Change in rates of unplanned hospital readmissions between 2007±08 and 2011±12 for 
seven selected surgical procedures 
Reference NHA.23.1: Unplanned hospital readmission rates, by State and Territory, 2011±12 
Source AIHW (unpublished) National Hospital Morbidity Database; WA Health (unpublished) 
Notes 
Rates do not include data for Western Australia between 2007±08 and 2011±12, or 
Tasmania for 2007±08. 
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Figure 5.1: Aged care places per 1000 older people, by State and Territory, 2009±2013 
Reference 
NHA 26.1: Residential and community aged care places, by State and Territory, 2013 
(at 30 June) 
Source 
DoHA (unpublished) stocktake from the Australian Government DoHA Ageing and 
Aged Care data warehouse; Population projections by SLA for 2007±2027 based on 
2006 Census prepared for DOHA by ABS according to the assumptions agreed to by 
DOHA and Indigenous population based on the ABS (unpublished) Indigenous 
experimental estimates and projections (series B).  
Figure 5.2: Aged care places per 1000 older people, by remoteness, 2013 
Reference 
NHA 26.2: Residential and community aged care places per 1000 population, by 
remoteness, 2013 (at 30 June) 
Source 
DoHA (unpublished) Australian Government DoHA Aged Care data warehouse; 
Preliminary Population projections by SLA for 2011±2026 based on 2011 Census 
prepared for DOHA by ABS according to the assumptions agreed to by DOHA. For 
June 2013, DoHA Indigenous population projections were prepared from ABS 
Indigenous Experimental 2006 ERP data (at SLA level) projected forward so as to align 
with published ABS Indigenous Experimental Estimates and Projections (ABS cat no 
3238.0, series B) at the state by age level. Indigenous data from Census 2011 were 
used to proportionally split the projections at state by age level into 2011 Remoteness 
Areas. The resulting projections of the Indigenous population were created by DoHA 
and are not ABS projections. 
Figure 5.3: Proportion of residential aged care services that are three year re-accredited, by size of 
facility, 2011±12 and 2012±13 
Reference 
NHA 28.1: Proportion of residential aged care services that are three year re-
accredited, by State and Territory,  2012±13 
Source 
Department of Health and Ageing (DoHA) and the Department of Social Services 
(DSS) unpublished 
Figure 5.4: Proportion of people approved for high residential care who took nine months or more to 
enter that service, 2008±09 to 2012±13 
Reference NHA 30.1: Elapsed times for aged care services, by State and Territory, 2012±13 
Source 
DSS (unpublished) Aged Care Assessment Program Minimum Data Set; DSS 
(unpublished) Aged Care Data Warehouse 
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Figure 5.5: Proportion of people who enter high residential care within selected time periods, 2008±09 
to 2012±13 
Reference NHA 30.1: Elapsed times for aged care services, by State and Territory, 2012±13 
Source 
DSS (unpublished) Aged Care Assessment Program Minimum Data Set; DSS 
(unpublished) Aged Care Data Warehouse 
Figure 5.6: Elapsed time before entering high residential care, by socio-economic status, 2012±13 
Reference 
NHA 30.3: Elapsed times for aged care services, by State and Territory, by SEIFA 
IRSD quintiles 
Source 
DSS (unpublished) Aged Care Assessment Program Minimum Data Set; DSS 
(unpublished) Aged Care Data Warehouse 
Figure 5.7: Rate of hospital days waiting for residential care, 2007±08 to 2011±12 
Reference 
NHA 27.1: Hospital patient days used by those eligible and waiting for residential aged 
care, by State and Territory, by Indigenous status, by remoteness 
Source 
AIHW (unpublished) National Hospital Morbidity Database; ABS (unpublished) 
Estimated Residential Population, 30 June 2010; ABS (2009) 
Figure 5.8: Proportion of people who take 9 months or more to commence CACP, EACH and EACHD, 
2007±08 to 2012±13 
Reference NHA 30.1: Elapsed times for aged care services, by State and Territory, 2012±13 
Source 
DSS (unpublished) Aged Care Assessment Program Minimum Data Set; DSS 
(unpublished) Aged Care Data Warehouse 
Figure 5.9: Proportion of people who commence CACP, EACH and EACHD, 2008±09 to 2012±13 
Reference NHA 30.1: Elapsed times for aged care services, by State and Territory, 2012±13 
Source 
DSS (unpublished) Aged Care Assessment Program Minimum Data Set; DSS 
(unpublished) Aged Care Data Warehouse 
Figure 5.10: Proportion of people approved for a community aged care service who commence CACP, 
EACH or EACHD within selected time periods, by remoteness, 2012±13 
Reference 
NHA 30.2: Elapsed times for aged care services, by State and Territory, by 
remoteness, 2012±13 
Source 
DSS (unpublished) Aged Care Assessment Program Minimum Data Set; DSS 
(unpublished) Aged Care Data Warehouse 
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Table D.1: Key contextual factors, by State and Territory 
Reference 
AA.4: Estimated resident population by age and sex, 30 June 2012 ('000); AA.9: 
Persons with reported disability, people aged 0±64 years, 2012; AA.14: Proportion of 
Indigenous people of the total population, by age and sex, 30 June 2011 (per cent); 
AA.23: Population by SEIFA quintiles, 2011; AIHW 2013 Australian hospital statistics 
2012±13: elective surgery waiting times, table 2.5; NHA.21.13: Percentage of 
presentations where the time from presentation to physical departure (Emergency 
Department (ED) Stay length) is within four hours, by State and Territory, 2012±13; 
NHA.C.2: GPs per 100 000 population, by State and Territory, by remoteness, 
2012-13; ABS (2014) Estimated resident population by remoteness area, 30 June 2013 
Source 
ABS (2013) Australian Demographic Statistics; ABS (unpublished) Survey of Disability, 
Ageing and Carers, 2012; ABS (2014) Regional Population Growth, Australia, 2012-13; 
ABS (2013) Estimates of Aboriginal and Torres Strait Islander Australians, June 2011; 
ABS (2013) Socio-economic indexes for Areas, 2011; AIHW (2013) National elective 
surgery waiting times data collection; AIHW (unpublished), National Non-admitted 
Patient Emergency Department Care Database; Department of Health (unpublished) 
Medicare Statistics; ABS (unpublished) Regional Population Growth, Australia, 2012 
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Contextual factors 
Table D.1 outlines key contextual factors for States and Territories. These factors are useful when 
considering relative performance between and within States and Territories. 
Table D.1 Key contextual factors, by State and Territory 
NSW Vic Qld WA SA Tas ACT NT Aust 
Proportion of Australian population, 2012 (%) 
32.1 24.8 20.1 10.7 7.3 2.3 1.7 1.0 100 
Indigenous people as proportion of total population, 2011 (%) 
2.9 0.9 4.2 3.8 2.3 4.7 1.7 29.8 3.0 
Aged 70 years or older, 2011 (%) 
10.3 9.9 8.8 8.3 11.4 11.3 7.2 3.2 9.7 
Population in remote and very remote areas, 2013 (%) 
0.5 0.1 3.0 6.8 3.6 2.1 na 43.4 2.3 
Population living in most disadvantaged socio-economic area (bottom 20%), 2012 (%) 
22.8 16.8 18.5 12.5 23.4 31.6 2.0 27.6 19.3 
Population living in least disadvantaged socio-economic area (upper 20%), 2012 (%) 
21.8 20.9 17.2 25.4 13.2 7.9 51.1 16.3 20.5 
Aged 0±64 years with profound or severe disability, 2012 (%) 
3.9 3.9 3.6 2.6 4.2 4.9 3.4 2.7 3.7 
Total number of elective surgery admissions, 2012±13 
216 106 153 415 119 767 84 981 64 136 15 475 11 628 7 808 673 316 
Total number of ED presentations, 2012±13 
2 275 808 1 528 608 1 284 158 754 119 455 220 147 064 118 931 145 532 6 709 440 
Full-time equivalent GPs per 100 000 population, 2012±13 
83 83 84 65 87 82 66 60 81 
Note: Data relate to multiple years and report the most timely data available.  
Source: Various²See Appendix C.
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